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PECIALISTS will always be neces- 

sary—perhaps more so in the future 
than in the past, as medical science 
progresses. 

The roentgenologist has a distinctive 
field for his specialty. The general prac- 
titioner cannot assume the same role 
simply through the installation of an 
X-Ray machine, for only after long study 
and experience can he attain the skill 
required of the roentgenologist—the 
specialist. 

Universal recognition of the impor- 
tance of the X-Ray to every branch of 
medical science, however, is the reason 
for its present wide use. The general 
practitioner adds X-Ray equipment to 
his armamentarium, not for diagnosis 
and treatment of all conditions, but for a 
range of work involving the less compli- 
cated cases. These he is capable of 
handling very satisfactorily with suitable 
apparatus, 


This wider use of X-Ray machines has 


THE PATIENT AND HIS PHYSICIAN 


been made possible largely by the research 
systematically conducted by the labora- 
tories that stand behind the manufactur- 
ing organization of the Victor X-Ray 
Corporation, and through their Service 
Stations in the principal centers. 


Research has made Victor apparatus 
comparatively simple to operate, and so 
automatically correct that one does not 
have to become a physicist or engineer to 
apply it. In many offices there are elec- 
trical and mechanical devices far more 
complicated. 


Victor Service Stations relieve the 
physician of all technical worries. They 
give the assistance required to secure the 
best results from Victor apparatus; they 
keep the apparatus in perfect, operative 
condition when called upon to do so. 
The physician has simply to apply the 
X-Rays. He need not concern: himsclf 
with engineering matters no rnore than 
he concerns himself ».ch the manufacture 
of drugs or surgical instruments. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 


Territorial Sales and Service Stations: 


Minneapolis: 





1007 Marquette Avenue 
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ORIGINAL ARTICLES 


THE DIAGNOSIS OF GASTRIC AND DUO- 
DENAL ULCER WITHOUT THE AID OF A 
MODERN LABORATORY AND THE 
ROENTGEN RAY* 





O. J. Hacen, M.D., F.A.C.S. 
Moorhead, Minn. 





Dr. Graham once said: “No methods or mea- 
sures are of more importance to sound and exact 
diagnosis than a carefully developed history with 
the proper interpretation and logical correlation 
of symptoms.” 


Moynihan has said he can make a diagnosis of 
duodenal ulcer by correspondence. 


Mr. B. writes to his doctor as follows: I am 
forty years of age; I have had stomach trouble 
for years; “spells” come on after a strenuous sea- 
son, usually spring and fall, lasting for a few 
weeks; I have a disgust for fats; pain begins three 
to five hours after eating, radiates towards the 
liver; I can feel on pressure a tender spot a little 
to the right and above the umbilicus; I belch gas, 
there is a sense of fullness, distension, gnawing and 
burning; the pain lasts until the next meal; my 
appetite is good; I am constipated; there is heart- 
burn, some vomiting; food relieves me of pain if 
eaten between meals; soda helps to ease me and 
if the doctor washes out my stomach, I feel much 
better. I have lately been awakened at midnight 
with a pain in my stomach. This whole series 
of events recur regularly after each meal, from 
day to day, and the siege has lasted for almost 
three weeks. I had the same “spell” last fall, 
and a similar trouble for many years, off and on. 
Doctor, what have I? 


This is the kind of story Moynihan had in mind 
when he said he could make the diagnosis of duo- 
denal ulcer by correspondence. 


If Mrs. B. writes one week later that Mr. B. 





*Presented before the annual meeting of the Min- 


nesota State Medical Association, Minneapolis, Minn., 
October, 1922. 


fainted day before yesterday and that today a 
tarry stool was noticed we would say the plot 
thickens and conclude that he not only has a duo- 
denal ulcer but that he has had a hemorrhage. 
And if another letter follows—a letter with a black 
border—in which Mrs. B. relates that her husband 
had begun to feel much better, but that all of a 
sudden, one day while working out in the yard, he 
was seized with a severe pain in his stomach, forc- 
ing him to lie absolutely still, with his knees drawn 
up, breathing spasmodically, groaning, later devel- 
oping a drum-like abdomen, and that after four 
days he died, surely one can from such a history 
and chain of evidence write, without any mental 
reservation whatsoever, that “Mr. B. died from 
peritonitis directly resultant from a_ perforated 
duodenal ulcer” and that in spite of the fact that 
the local doctor summoned on the second day, 
without asking any questions, pronounced it an 
acute perforated appendix. 

The gastric ulcer lacks definiteness in symptom- 
atology compared with that of duodenal ulcer and 
it is this indefiniteness that helps in the establish- 
ment of the diagnosis. The symptoms depend on 
location of the ulcer, and that is one of the main 
reasons for the confusion. The patient is usually 
a male, age running from 25 to 40 years, and if 
around the latter age has probably had stomach 
disturbances for many years. He looks tired, some- 
what pale and worried. He tells you that at first 
there was only discomfort after eating; that as the 
years came and went, the discomfort increased, 
that the element of pain entered in, and that it 
came on one-half to two hours after eating; that 
the character of the pain is a sense of fulness, dis- 
tension, gnawing, boring, burning; that the dura- 
tion of the pain is rather limited and that it re- 
curs before the next meal; that there is fear of eat- 
ing, appetite is not so good; that pressure over 
stomach relieves, so also reclining; that there is 
at times vomiting of food; that gas is pronounced, 
with water-brash and heart-burn; tenderness over 
epigastrium, extending to the left breast (cardiac 
ulcer), into the back and boring (posterior pene- 
trating ulcer pain); that little food and soda 
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give only temporary. relief; that there is no night- 
pain; that the ‘ 
lasting from ten to thirty days, or may remain 
throughout the year; that blood has been vomited 
and that there is no cachexia. 


‘spells” may come on any season, 


Here then is a fairly definite history of a typical 
gastric ulcer on the symptomatology of which a 
diagnosis can be made. 


Graham’ differentiates ulcers thus: “Pain comes 
usually at an earlier period after eating in gastric 
ulcers than in duodenal. Pain at night appears to 
be more frequent in duodenal than gastric. Lying 
down causes ease more frequently in gastric ulcer. 
Vomiting occurs in 79 per cent of duodenal and 
82 per cent of gastric. Gas was present in 77 per 
cent of duodenal and 94 per cent of gastric. 
Hemorrhage occurred in 25 per cent of the gastric 
and 18 per cent of the duodenal. Blood by bowel 
in a similar percentage of cases about equal in 
both classes of cases, an average of 27 per cent. 


Let us not think that ulcers come only in early 
middle age. 


Lockwood? of Pasadena, California, reported 
125 cases of ulcer of the stomach in children, 
proven surgically or found at post-mortem, show- 
ing that it behooves the profession to stop think- 
ing that ulcers have age limits and give the child 
who comes complaining of stomach trouble a 
thorough examination and not dispatch the little 
victim with the statement that it has indigestion. 
It is true that the incidence is less in children, due. 
as Fischl of Prague says, “to the small amount of 
acid in the gastric secretion, and to the motility 
and rapid emptying of the stomach.” But that 
is no reason why we should continue ignorantly 
to call a child’s trouble appendicitis, gastro-enteri- 
tis, ptomaine poisoning, etc. (Cabot says he has 
not seen a case of ptomaine poisoning in his ex- 
perience.) So my plea is with Lockwood “to keep 
the possibility of gastric ulcer in mind in the ex- 
amination of every child presenting abdominal 
symptoms.” 

All ulcers do not present the symptoms enumer- 
ated, the reason being that ulcers vary in loca- 
tion, vary in depth, vary in numbers. Some are 
located near the pylorus, some on the lesser 
curvature, some near the cardia, some on the an- 
terior aspect. 


Some are calloused, some are pene- 
trating, some are perforating; some have accom- 
panying them a high acidity, some normal, some 


a sub-acidity and some even have an achylia. 
Some have a complicating disease due to the same 
infection, such as appendicitis, a duodenal ulcer, 
some perigastric adhesions, some cholecystitis. 
You would not expect clear ulcer syndromes under 
such circumstances, and this accounts for the fact 
that the difficulties in making a diagnosis are so 
great. If you have a very small ulcer affecting 
just the mucous membrane, you would not expect 
a very marked symptomatology. If you have a 
large calloused ulcer near the pylorus you would 
not expect to have the same character of pain nor 
pain in the same place as in the ulcer located near 
the cardia, nor would the time of the onset of pain 
be the same. An ulcer penetrating posteriorly 
gives a boring pain directed into the back, while 
a duodenal ulcer would naturally have the pain 
over the duodenal area. The chemistry of the 
stomach would make a variation in the intensity 
of the heart-burn and the acid eructations. If the 
acid content is high, the demonstration of sour 
eructations would be marked. 


What causes the phenomena of pain, gas, dis- 
Soper of St. 
“Most investigators agree with Carl- 
son that the pain in gastric and duodenal ulcer is 
largely, if not entirely, due to motor-phenomena. 
All gastro-intestinal pains of definite peripheral 
origin are essentially contraction pains.” Hertz, 
Cannon, Carlson, Alvarez, in recent investigations, 
have shown the réle motor disturbances play in 
gastro-intestinal symptomatology. 


tension, hyper-acidity, heart-burn? 
Louis says: 


The motor ap- 
paratus of the gastro-intestinal tract functions in 
a rhythmic, orderly fashion, and if nothing dis- 
turbs it we do not know we have one. Let an 
ulcer, for instance, invade the mucous membrane 
down into the muscular coats. At once it acts as 
an irritant and affects the rhythm. At once there 
is instituted a spasm of the pylorus, termed a pylo- 
rospasm. The pylorospasm produces hyperper- 
istalsis, hypertonus, resulting in intra-gastric ten- 
sion, and as a result you have pain. The pyloro- 
spasm continues and causes a delay in emptying 
the stomach, which results in hyperacidity, which 
in turn causes hypermotility and still more intra- 
gastric tension. If the stomach does not empty 
itself you have a distension and this distension 
explodes into eructations, belching, and vomiting, 
and if there is an hyperacidity it is sour and: pro- 
duces heart-burn. Eggleston’ says: “The cases 
which are free from pain and show perforation 
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as the first sign have no hyperchlorhydria and no 
pylorospasms.” 

What are the conditions that may simulate ulcer 
by reflexly affecting the stomach and masquerade 
as ulcers? The most frequent are: appendicitis, 
cholecystitis, cholelithiasis, gastric carcinoma, gas- 
tric syphilis, gastroptosis, migraine, myocarditis, 
Eliminate kidney dis- 
ease, syphilis, tuberculosis, heart conditions, and 


aneurism, splenic anemia. 


splenic anemia, by careful inspection, percussion, 
and auscultation and an accurate history. Do not 
forget the Argyll-Robertson pupil and the knee- 
jerk, nor must the careful palpation for supra- 
clavicular and umbilical glands and a mass in the 
epigastrium be omitted, to help rule out an advanc- 
ing cancer. I mentioned splenic anemia for that 
gives gastric hemorrhage, as in ulcer, but although 
we have not the use of the clinical laboratory in 
this study of ulcer to help make a differential blood 
count, we do have palpating fingers that can make 
out an enlarged spleen. 


If all stomach troubles giving an ulcer syndrome 
were due to ulcer, the task would still not be so 
very exacting. But other conditions remote from 
the stomach masquerade as ulcers and it is this 
state of affairs that “bids us pause.” What are 
they? 

1. Appendicitis. Appendicitis produces gastric 
symptoms. The appendix lies in the tract of the 
rhymatic wave. If infected, it acts as an irritant. 
Aaron has shown that in appendicitis pressure over 
McBurney point causes epigastric pain and pyloro- 
spasm. The affected organ sends a message up- 
wards and a reflex pylorospasm results. The pain 
is not at first in the appendix (and if a pain does 
occur over the appendix area it is probably not 
appendicitis), the pain is in the epigastrium, due 
to the pylorospasm, and the pylorospasm causes 
the attending phenomena of vomiting and stomach 
distress—the symptoms that the patient invariably 
first complains of. It is not until several hours 
later or even the second day that the patient com- 
plains of a pain in the side, indicating that the 
inflammation has extended beyond the mucous 
membrane and wall, which are painless, into the 
sensitive peritoneal area. 


If the condition is chronic, messages may still 
be sent up, ulcer symptoms will result on account 
of the pylorospasm and many a good diagnostician 
will find at operation that the patient diagnosed 
gastric ulcer has chronic appendicitis. 


Remembering that in gastric ulcer the irritant 
is above the pylorus and, with varying locations 
and depths, comparatively near the pylorus, one 
would expect a somewhat different symptomatol- 
ogy, for in gastric ulcer the organ itself is primarily 
affected. From a reflex, and that from an irritant 
so far distant as the appendix, one would expect 
some variation, especially in the matter of intensity; 
nevertheless, case after case shows that a chronic 
appendicitis may give every symptom of an ulcer 
even as to the pairi, melena, and hyperacidity. 
Graham makes this statement in differentiation: 
“Appendicitis gives a gastric history or gastric 
symptoms, but not an ulcer syndrome.” And again, 
“with varying spells of short (three days) irregular 
food distress or pain, no appetite, even with gas, 
belching and vomiting, and good acid content, look 
out for appendicitis.” The wearying discomfort, 
the lack of relief from food and alkalis, the ten- 
derness over McBurney’s point—the tenderness may 
be absent—-lack of the afterfood symptomatology 
of ulcer, point to appendicitis. Rovsing’s pro- 
cedure of forcing air into the colon towards the 
ileocecal valve, producing pain or more pain in 
the appendix area if affected, may be helpful. 
The fact for us to remember is that appendicitis 
may give every symptom of ulcer even to epigastric 
pain, hemorrhage and melena, and an important 
clue may be the registering of the fact that the 
patient has a distinct recollection of an attack from 
which he dates his subsequent stomach irregularity. 


2. G:'l Bladder Disease.—The irritant here is 
within the gallbladder, in the wall in case of infec- 
tion, or a peri-cholecystitis due to perforation and 
attachment to the duodenum. It is closely con- 
nected therefore with the gastro-intestinal tract. 
Its pathology will cause a reflex pylorospasm, and 
as a result reproduce the symptomatology of intra- 
gastric disease. But being below the pylorus, and 
not within the tract as are the others, it will in a 
high percentage of cases create a symptomatology 
of its own. 


In gall bladder disease more females than males 
are affected and middle age most often; in recol- 
lection of the first attack, the pain was sudden and 
very often severe, with subsequent soreness over 
the area; the attack is of short duration and may 
come on during a meal, an hour afterwards or after 
a big meal. The character of the pain is lancinat- 
ing and may be almost intolerable, with shock, 
chill, distension, sweats, catch in breath, diaphrag- 
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matic spasm, the spell lasting from an hour to a 
few days. Usually nausea and vomiting and some- 
times acidity and heart-burn are present; pain on 
pressure over the gall bladder or liver with gasping 
inspiration on deep pressure are also elicited. The 
pain is referred from the right costal margin into 
the back, beneath the right scapular angle (cystic 
duct pain), and there is tenderness on pressure over 
the twelfth dorsal vertebra. Food offers no relief 
as in ulcer, nor does soda; food is repugnant. 
“Pain at night the same as during day, symptoms 
vary as to character each day, not replica of day 
before; spells come on any hour and unannounced 
without reference to season. If obstruction in com- 
mon duct there is the clay colored stool and the 
dark urine.” (Lemon®.) The “strawberry” gall- 
bladder often gives an ulcer syndrome—remittency, 
gas, hyperacidity, distension. 


3. Carcinoma.—Early cancer disease tests the 
diagnostic skill of the most experienced. A high 
percentage of cancers form on an ulcer base, and 
the transition may be so gradual as to make no real 
change in the clinical picture. There is pain with 
food and it continues until the stomach is empty. 
The first symptom may be that of obstruction with 
a palpable mass. The outstanding facts that strike 
the clinician are: weakness, anemia and cachexia; 
loss of weight, tender pressure point, loss of sub- 
cutaneous fat, the presence of palpable glands 
showing metastases; liver enlargement together with 
signs of obstruction by vomiting sour grumous 
food; and the location of pain in a definite area, 
always in the epigastrium. 


4. Gastric Syphilis—Eusterman® says: “Re- 
member the possibility of gastric syphilis should 
be considered in atypical cases where there are 
benign gastric symptoms with a syphilitic history, 
with marked loss of weight without cachexia. A 
consistent achylia seems almost exclusively char- 
acteristic of luetic gastric disease.” 


5. Gastroptosis—This condition will produce 
the weary, tired, worried appearance characteristic 
of gastric ulcer; there is constipation as in ulcer, 


gas, eructations, distension. There is pain in the 
cardia, suggesting ulcer in that region. There is 
quantitative dyspepsia (Rovsing*). But the cardal- 
gia here is due to the fact that when food is taken, 
especially in large quantities, the stomach weight 
produces traction on the cardia, giving pain. The 
posture is suggestive. These patients put on suit- 


able diet and confined to bed will tell you that they 
feel better—the change being due to the organs 
resuming their normal condition and hence no trac- 
tion—but as soon as they get up the organs pro- 
lapse and the same trouble is again experienced. 


Here then is the situation: 26,000 people die 
from cancer of the stomach each year and statistics 
show that 60 per cent, and some places it is as high 
as 70 per cent, develop on an ulcer base. Only 1 
per cent are without pain. In the penetrating type 
—and that constitutes 10 per cent—there is pain all 
the time even at night; 25 per cent have acute 
hemorrhage; 27 per cent have perforation, either 
acute or chronic. The mortality in acute perfora- 
tion is 35 per cent with operation. Welch, as 
quoted by Kennedy, claims 5 per cent of the popu- 
lation have gastric ulcer in one form or another, 
and Will Mayo holds there are three times as many 
duodenal as gastric ulcers. A contemplation of 
such a condition should cause us to wake up to 
the enormity of it all, what it means in terms of 
physical and economic suffering, not to mention 
the fearful mortality directly or indirectly resultant 
from this disease. In view of these startling facts, 
I present a plea for an early diagnosis, that 
advanced and terminal results may be prevented— 
inanition, hemorrhage, perforation and cancerous 
degeneration. Knowing these possibilities, let us 
stop writing prescriptions to patients who come to 
us saying they do not want an examination, just 
something for stomach trouble. Tell them that the 
age of the shotgun-prescription doctor has long 
since passed with the backwoodsman and the. buf- 
falo. Make the diagnosis first and early; advise 
him on focal infections; let him know he has an 
ulcer, a potential cancer in 60 per cent of the cases, 
and secure for him the treatment at once that ra- 
tional scientific medicine indicates and blaze the 
way towards the termination of this holocaust, 
before which the tragedies and heartaches of war 
pale into insignificance. 


CONCLUSIONS 


1. The stomach is the mirror of the gastro- 
intestinal tract. By virtue of its being a sack in 
which food is temporarily arrested for digestion, 
involving time, chemical changes, motility and 
rhythm for its completion, any disturbance of any 
one of these conditions causes symptoms of which 
gastric ulcer is only a type. Pylorospasm may 
cause every symptom enumerated and the cause 
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of the pylorospasm may be an ulcer, gastric or 
duodenal, the gallbladder, appendix, pancreas, and 
kidneys, etc. 


2. There is a well defined syndrome to cover 
approximately 60 per cent of duodenal ulcers. 


3. There is a fairly well defined syndrome to 
cover approximately 56 per cent of gastric ulcers. 


4. Variability in the remaining cases (surely 
a large percentage) which are later proven to be 
ulcer but where a definite diagnosis could not be 
made is due to acidity, location of ulcer, to varia- 
tion in motility, spasm, perforation, penetration, 
to accompanying extragastric disease such as gall- 
bladder infection, appendicitis, or the existence of 
other primary disease. An ulcer of the stomach 
with a cholecystitis will naturally give a different 
symptomatology from a simple ulcer. 


5. Extragastric disease such as cholecystitis, 
cholelithiasis and appendicitis may give ulcer 
symptoms indistinguishable from an ulcer. So may 
gastric syphilis, gastric carcinoma, pancreatitis, etc. 


6. Psychoses, toxemias, neuroses, endocrine un- 
balance, gastroptosis have gastric symptoms similar 
to ulcer. 


7. I plead in the final number of my conclu- 
sions for the patient who has the distress and the 
burden to bear for a square deal from every physi- 
cian in the way of a thorough, exhaustive examina- 
tion by every instrumentation that may throw light 
upon his case-—laboratory, roentgen ray, duodenal 
content study, every agency possible; but that those 
who cannot give him the more refined agencies of 
precision should so perfect themselves in the other 
methods as to make the highest percentage of cor- 
rect diagnoses possible. 
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DISCUSSION 


Dr. E. L. Tuony, Duluth: The title of this paper has 
been followed very well by the essayist: “The Clinical 
Diagnosis of Gastric and Duodenal Ulcer.” I do not know 
that his paper is intended as a plea for the establishing of 
the diagnosis on the basis of an assemblage of a series of 
symptoms and findings producing a syndrome. If that is 
his intention, it would seem to me that he has brought this 
out very clearly. Yet it is evident from his own figures 
that a varying perceniage of forty to fifty or sixty are not 
accurately uncovered in this manner. I grant you that it 
is difficult to have always accessible in all regions the best 
fluoroscopic or roentgen technique, and yet it is quite ap- 
parent that Moynihan was all wrong in teaching that duo- 
denal ulcer could easily be diagnosed by a recital of the 
symptoms over the telephone. Long ago he withdrew from 
that stand. In this connection, I mention specifically the 
roentgen ray, because this probably should be classified as 
a laboratory procedure. However, it is only an elaborate 
A pitting of one method of diag- 
nosis over and against another does not bring out the funda- 
mentals. A good military observer can survey the landscape 
and see more than an ordinary person using a high power 
field glass; yet, such a field glass greatly aids the trained 
military man. 


extension of inspection. 


In proper gastric and duodenal diagnosis, it is quite prop- 
er and necessary that we secure convincing negative evi- 
dence at the same time that we develop the positive, be- 
cause, as the essayist points out, there is much overlapping 
of symptoms, and many complaints are not based on re- 
gional pathology at all. I am not sure that I have made 
myself clear: the syndrome basis for diagnosis is splendid 
and particularly satisfactory in “the typical case”; but cer- 
tainly such effective laboratory aid as our present roentgen 
procedures must be developed co-ordinately, and become 
a part of our clinical armamentarium. 


Dr. O. J. Hacen, Moorhead (closing): I wish to re- 
emphasize the importance of the history as the foundation 
of the diagnosis and thorough scientific procedure in get- 
ting at the basis for pathology and the symptomatology. 
I also wish to emphasize the fact that in ulcer as well as in 
extra-gastric disease there is a reflex present and that the 
pylorospasm is probably the reflex which causes the symp- 
toms which are similar in both gastric and extra-gastric 
diseases—connected up as all are through the nervous sys- 
tem with the stomach, the stomach being the mirror which 
gives us the clue that there is some disturbance in the 
gastro-intestinal tract. That is the reason that in gall- 
bladder and appendicitis there are present in many in- 
stances all of the symptoms of an ulcer. I wish to remake 
a plea for the early diagnosis of all these symptoms in order 
to prevent the carcinoma that develops in practically 50 
per cent of all cases. 
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TREATMENT OF DUODENAL ULCER* 
Hucu S. Wittson, M.D. 


Minneapolis, Minn. 


The substance of this paper is derived from the 
study of results in patients with duodenal ulcer who 
have been under my observation more or less con- 
tinuously for from six to nine years. 

While a surgical check-up is essential to a posi- 
tive diagnosis of duodenal ulcer, the diagnosis of 
cases here considered is based on findings which 
will be acceptable to those familiar with this condi- 
tion, and the element of error in diagnosis is, I be- 
lieve, about that of any worker who has checked 
himself carefully by surgical findings when avail- 
able. 

The principal point of interest in this paper is 
the result of the intensive study of duodenal ulcer 
patients who came under my observation six to nine 
years ago, which allows sufficient elapsed time to 
determine to a great extent what can be expected 
from such management as they received. 

While the basis of my conclusions are derived 
from the results in patients of these former years, 


I have been gathering cumulative evidence up to 
the present time by testing the use of such meas- 
ures as were then instituted. 


In order to approach the conclusions I have 
reached, in an orderly manner, we will have to 
start with the two fundamental principles involved. 


1. Establishment of a correct diagnosis. This 
will have to be accepted in this series, allowing for 
the usual percentage of errors. 


2. Establishment of the most reasonable form 
of treatment to get the best results with the least 
interference with the patient’s comfort and earning 
capacity. 

In determining the most reasonable form of 
treatment for each case we must first classify as 
dietary or surgical, this classification depending on 
the physical, mental and economic status of the pa- 
tient. Patients with pyloric stenosis due to scar 
tissue and those with concomitant lesions, as defi- 
nite cholecystitis or appendicitis, are immediately 
classified as surgical unless otherwise contraindi- 
cated, the last two mentioned not necessarily need- 
ing gastric surgical intervention. 


*Presented before the annual meeting of the Minne- 


aon State Medical Association, Minneapolis, October, 
1922. 


Just as important as the classification on physi 
cal grounds is that from mental or temperamental 
and economic reasons, as it is absolutely essentig 
in attempting to obtain permanent results from die. 
ary management to have the complete co-operation 
of the patient. Those without sufficient intelli. 
gence to understand their réle are not successful 
management cases. It must be admitted that they 
are also very poor patients for the surgeon, and it 
is a case of “passing the buck.” Life is too shor 
to attempt to control the occasional “blockhead,’] 
but I believe their best chance lies in surgery, ay 
they are under control for at least two or three 
weeks following operation. 

The economic or social status of the patient is 
of the highest importance in choosing the right) 
way to handle his case. Consider the situation of) 
the laboring man. In the first place he must neces.) 
sarily have a large quantity of cheap food, which 
is contraindicated beth by its bulk and roughage? 
content. Secondly, he is usually living from hand} 
to mouth, probably with a family to support. Can! 
he afford to gamble four to eight weeks of his time! 
with attendant costs against the rather slim proba- 
bility that he may remain symptom-free after going 
back to physical labor and diet requirements? 

All patients of sedentary occupations or those i 
doing light manual work, unless they are classi- 
fied as surgical under preceding paragraphs, are |) 
eligible to a careful try-out on dietary manage } 
ment. Dietary management represents the firs 
line defense and only a small percentage of patients | 
if properly guided will get through to the second |] 
line, which is represented by surgery. 

It is not surprising that the surgeon is inclined f 
to consider a large number of duodenal ulcer ,-§ 
tients as surgical, as most of the patients he sees J 
are those who have failed to obtain permanent re J 
lief on the first line due either to poor manage J 
ment or to the fact that there are patients who will f 
not remain symptom-free on good management. 7 
He does not see the large number of patients who J 
are held symptom-free on the first line. 

There is also a considerable class of patients not f 
seen by either the first or second line, that is, those 
who have obtained a so-called spontaneous cure. 


In instituting management for the class of pa 
tients considered eligible, my plan has been greatly F 
influenced by the subsequent history of the patients | 
whose regimen was initiated six to nine years ago. 
In those years I had control of one hundred and 
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twenty-three patients with duodenal ulcer, a large 
number of whom were economically unable to 
have private hospital treatment. In attempting to 
do something to at least give them temporary relief 
a modification of the Sippy management was 
worked out and very satisfactory preliminary re- 
sults were obtained. At the same time other pa- 
tients who could afford it were treated by the or- 
thodox Sippy method. 


As time went on in checking over results, much 
to my surprise I discovered as high a percentage 
of my ambulatory patients were remaining symp- 
tom-free as among those started on absolute rest. 
This held true with patients exhibiting severe as 
well as those with mild symptoms. The severity 
of symptoms aside from hemorrhage does not 
necessarily contraindicate ambulatory manage- 
ment. 


Of one hundred and twenty-three patients with 
duodenal ulcer whose management was instituted 
six to nine years ago I have under observation or 
reports from seventy-eight. Of forty-two patients 
entirely on ambulatory management thirty have 
remained inactivated to date, a period of six to 
nine years, and are leading normal lives, but are 
supposed to be observing a few dietary restric- 
tions. Twelve of the forty-two patients have had 
a recurrence of symptoms. Of twenty-four patients 
started on hospital or rest treatment, seventeen 
have remained inactivated and seven have had re- 
currence of symptoms. Twelve of the seventy- 
eight patients still under observation had surgical 
treatment, four of whom have had some recurrence 
of symptoms and have been more or less on dietary 
management. . 


In reveiwing the results in these seventy-eight 
cases the relative number of those remaining symp- 
tom-free from each of the three groups, ambulatory, 
rest and surgical, is approximately the same—close 
to two-thirds. 


In following up several hundred of more recent 
years we have found about the same results, but 


| expect a larger relative number to remain symp- 


tom-free on management, as the management has 
been improved and the selection of patients more 
closely considered. I do not wish to include re- 
sults on these later cases as there has not been a 
sufficient time elapsed. 


The study on this series of cases was done orig- 
inally for the purpose of determining if possible 


the cause of our failures, which we believe to be 
as follows: 


1. Improper selection of cases from mental or 
temperamental point of view. 


2. Improper selection of cases as to social or 
economic status. 


3. Insufficient control of patients. 

4. Pathology which was subsequently discov- 
ered in other organs, as gallbladder or appendix 
of sufficient severity to give trouble. 

5. Army diet, activities and exposure in sev- 
eral drafted patients. 


6. Where others shared in the control of the 
patient. 

While the study of this series of cases helped ma- 
terially in avoiding some further failures, the one 
most impressive fact gained was that the ambula- 
tory patients did as well as the rest patients. 


When one considers the fact that we are deal- 
ing with an ulcer in the wall of a hollow viscus 
which is sustained by intra-abdominal pressure and 
is in more or less constant peristaltic motion re- 
gardless of whether the individual is resting or 
moving, it does not seem essential that the indi- 
vidual be kept at rest. There is no similarity to 
ulcers located in other tissues, as for instance, vari- 
cose ulcers of the leg which are influenced by hy- 
drostatics and voluntary muscular activity and 
where rest is clearly indicated. 

This paper so far has indicated only a basis for 
the management of duodenal ulcer patients and 
that basis we believe should be ambulatory man- 
agement unless clearly contraindicated. Each pa- 
tient is a problem in himself and must be studied 
as to the selection of proper diet, quantity and tim- 
ing of feedings, and use of alkalies. . 

Our basic ambulatory management is a modifica- 
tion of the Sippy diet; a milk and cream mixture 
with alkalies half way between feedings. The 
quantity and timing of the feedings are dependent 
on the nutritional requirements of the individual 
and the time of onset of pain after eating. 


Four ounces of equal parts of milk and cream 
every two hours with a half teaspoonful of alkalies 
on intervening hours is the most common starting 
point. We never start on a longer feeding in- 
terval and shorten quantity and time down to as 
low as one ounce every half hour if indicated, the 
half hour feeding being used only where alkalies 
are contraindicated as in alkalosis. 
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Uur experience is that the two hour schedule 
will control distress in a large percentage of cases. 

We have also discovered that all patients do not 
take kindly to a milk and cream diet and occasion- 
ally have to replace with one consisting of such ar- 
ticles as cereals, starches, gelatin, rice, cooked eggs, 
etc., and even the Lenhartz diet, the timing and 
quantity being the same as in the milk and cream 
diet. 

We expect a five to seven pound weight loss in 
the first ten days, but do not allow this loss to ex- 
ceed 5 per cent of the body weight and the patient 
is brought up to normal food requirements as soon 
as possible. 

After three or four days of the base diet a 
choice of one of the following items is added daily 
until four additional feedings are on the schedule. 
These feedings are limited in quantity io one ordi- 
nary coffee cup full and are given with one of 
the original feedings, this extra nourishment com- 
ing every four hours. Our list of items to select 
from includes custard, cream of wheat, farina, 
cornstarch pudding, tapioca, malted milk, cream 
soups without meat stock (except tomato), soft 
eggs, The 
alkalies are given between feedings usually in half 
teaspoonful doses and are those ordinarily em- 


egg-nog and other similar articles. 


ployed, consisting of a mixture of equal parts of 
soda bicarbonate and calcined magnesia (marked, 
laxative), and a second mixture of equal parts of 
soda bismuth —subcarbonate 
The patient is instructed 
to use the powder indicated by the bowel condi- 
tion and soon becomes expert on keeping the bowels 
properly regulated. 

We expect to obtain complete relief of symptoms 
within twenty-four hours and if the plan first tried 
does not accomplish this the quantity, timing, type 


and 
(marked, constipating). 


bicarbonate 


of diet and alkalies are changed until such resuits 
are obtained and maintained. 

The patient, after close supervision for the first 
three or four weeks, reports once a week and new 
items of diet are added for variety and the quantity 
is gradually increased. 

The timing of feedings is lengthened if all has 
gone well for seven or eight weeks and the patient 
is given a small amount of several items three 
times a day at meal times. The milk and cream is 
continued at meal times and half way between and 
the intermediate feeding is kept up for several 
years. The alkalies are continued for a period of 
from three to six months. 


We insist on complete control of the diet anj 
activities of the patient for the first year and; 
more general supervision from that time on, re. 
quiring the patient to report twice yearly. The 
are warned to be particularly careful during th 
seasonal periods of attacks, which are more oftey 
spring and fall. 

Many patients give a history of marked regulari. 
ty in attacks and others are very irregular, some. 
times going years without symptoms. We give 
patients who have been having attacks with fairly 
definite regularity very close attention over a periol)y 
of time that would include three or four attacks. 

As before stated the management of duodenal) 
ulcer patients must be based on the study of thet 
individual and I have attempted to give only in aj 
very general way the methods we have found mos§ 
successful. 

Conclusions —There are undoubtedly many sf 
called spontaneous cures. 

Supervision covering a period of years is essen] 
tial. 

If a patient remains symptom-free over a period] 
of time during which according to his history he 
would ordinarily have three or four attacks, the} 
chances of permanent success are very good. How. | 
ever, we believe that five years or more of freedom) 
from symptoms should be required to place these 
patients in the cured class. 

The older literature on this subject is of little’ 
value except to show that many different diets and 7 
procedures have had their successes and failures. 

I believe every duodenal ulcer patient, unless 7 
contraindicated on grounds mentioned in the body 
of this paper, should be given a “try-out” on am- 
bulatory management. If satisfactory results are | 
not obtained the patient has lost very little in risk, 
time or money. 


I am thoroughly in accord with this statement 7 
made by Bevan* in a recent article that “the price 7 
of permanent cure is eternal vigilance, whether 
medical or surgical.” . 
Jour. Am. Med. Assn., i, 1922. 


*Bevan: 
DISCUSSION 


Dr. J. P. Scunemer, Minneapolis: 


the University. 
it brings out the application of the ambulatory treatment 
and its value in private practice. 


gan to accumulate a large series of patients with duodenal 
ulcers. We were presented with a problem. These cases 


These remarks will 7 
be based entirely on the work of the Out-Patient Clinic of 9 
Dr. Willson’s paper is interesting because § 


In 1914 when we reor- 
ganized the Medical Department of the Out-Patient Service 7 
and established a Department of Gastro-Enterology, we be- § 
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began to accumulate until there were about five hundred 
a year. The amount of room available in the University 
Hospital for the acceptable method of treatment, putting 
the patient to bed and giving the regulation Sippy treat- 
ments for six or eight weeks, made this utterly impos- 
sible. In the second place, many of these patients were 
unwilling or unable for financial reasons to d} this. They 
had to work even if only part time to keep up their earn- 
ing capacity. Contrary to European’ experience, our 
American dispensary patients would not—unless grave com- 
plications threatened—consent to routine gastro-enteros- 
tomy. We were thus forced to evolve the ambulatory 
method of treatment of these patients. This treatment had 
to be simple because many of these patients were of me- 
dium intelligence and frequently social workers had to visit 
the homes and teach them to prepare this simple but 
suitable diet. 

We gave seven feedings a day to begin with and five 
later on. 
interspersing these with alkalies. 


Five is becoming the standard, more or less, 
In the use of the latter, 
we soon discovered that certain of the magnesia prepara- 
tions contained as high as 2 per cent calcium chioride 
and we had to determine definitely the preparations con- 
taining a minimum amount of this irritant. We were as- 
tonished, to say the least, to find that these patients did 
very well. They would get symptom-free in a few days 
and would go on frequently to uninterrupted arrest of their 
symptoms. Many of these patients were seen over several 
years. In the first place, we learned to select young, not 
old, eases. In the second place, if the patient had many 


Third, if 


the roentgen study showed much involvement of the gastric 


hemorrhages, surgical treatment was advised. 


or duodenal wall indicating sclerosis, they were not con- 
Fourth, if the 
patient had a large gastric residue and daily lavage for a 


sidered suitable for medical treatment. 
week did not bring about normal emptying, they were not 


We also 


were impressed with the fact of the necessity for a complete 


considered suitable cases for medical treatment. 


survey of the mouth, teeth, nose and naso-pharynx and 
the necessity for proper treatment in order to secure 
permanent results. 

The important thing that we learned from many experi- 
ences was that before proceeding to treat a patient with 
duodenal ulcer it was necessary that all other abdominal 
disease be thoroughly ruled out, this applying particularly 
to gallbladder disease and recurring appendicitis. 


Dr. Hucn Wittson, Minneapolis (closing): The ex- 
perience of Dr. Schneider in the out-patient clinic of the 
University is parallel with my own with this exception, that 
in private practice we can keep in closer and longer con- 
Dr. Schneider and I have discussed 
this type of management several times and are in accord 


tact with our patients. 


on all of the main points. 


The points that I have been particularly anxious to drive 
home are these, that both from the viewpoint of results and 
economics it would seem no more than fair to give all pa- 
tients with duodenal ulcer, where not especially contraindi- 
cated, a thorough “try-out” on ambulatory management. 
From personal experience I expect as large a proportion of 
these patients to remain symptom-free as those treated by 
other types of management. 


THE USE OF RADIUM IN THE TREATMENT 
OF BENIGN HYPERTROPHY 
OF THE PROSTATE 


Warren A. Dennis, M.D., F.A.C.S. 
Miller Hospital Clinic 


St. Paul 


In the Journal of the American Medical Asso- 
ciation of November 11, 1916, Barringer reported 
a case of carcinoma of the prostate treated for six 
months by radium with marked diminution in the 
size of the growth and improvement in the symp- 
toms. The radium was introduéed under local anes- 
thesia in the form of a needle through the perineum 
directly into the substance of the prostate. So far 
as I have been able to determine, this is the first 
report of the use of radium in this manner for 
prostatic disease of any kind, although H. Schueller, 
in the Wiener Klinische Wochenschrift of February 
5, 1914, had reported the use of radium in a num- 
ber of urologic cases, including papilloma and 
carcinoma of the bladder, carcinoma of the pros- 
His 


irradiation 


tate, and simple hypertrophy of the prostate. 


treatments, however, had been by 
through the overlying tissues by way of the urethra, 
The results in the 
prostatic cases, with a single exception, were neg- 
ligible. 

In the Annals of Surgery for May, 1917, Hugh 
Young published a paper entitled, “The Use of 
Radium and the Punch Operation in Desperate 


Cases of Enlarged Prostate.” 


the rectum, or the perineum. 


In this paper he 
gave in extenso the report of a case entering the 
hospital with 1300 c.c. of residual urine and with 
kidneys and heart in such condition that radical 
After eight 
months of treatment, including two massive doses 


operation was out of the question. 


of radium applied from front and back, and, of 
course, well screened, and five intraurethral treat- 
ments, as well as five fulgurations to the middle 
and lateral lobes, the patient still had complete 
retention although the prostate had been reduced 
nearly to normal size and the general condition 
had greatly improved as a result of the constant use 
of the catheter. 
then completed by means of the punch operation. 
Young states that at the time of this report several 
other cases had been similarly relieved but that 
each had required the punch operation to complete 
the cure of the obstruction, and concludes that 


The cure of the obstruction was 


*Presented before the Minnesota Academy, Novem- 
ber 8, 1922. 
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radium alone is not a cure for prostatic hyper- 
trophy. 


The first case in which radium was used by 
the Barringer method was a man seventy-two years 
of age, who, when first seen for his present trouble, 
had been suffering from incontinence of urine for 
three weeks. Examination disclosed a bladder dis- 
tended nearly to the umbilicus, and a prostate much 
enlarged, hard and coarsely nodular, and firmly 
fixed in the pubic arch. A clinical diagnosis of 
carcinoma of the prostate was made. The reten- 
tion was relieved by a hard catheter and, shortly 
after, a suprapubic cystotomy was done with the 
sole idea of possibly being able to palliate the 
condition by the use of radium. On opening the 
bladder the prostate was found to be greatly en- 
larged, and the obstruction to be due to a middle 
lobe about 1.5 cm. in diameter. The prostate pre- 
sented the same hard, nodular and fixed condition 
that it did upon rectal examination and the futility 
of attempting removal seemed confirmed. Fifty 
mg. of radium on four needles were accordingly 
imbedded in the obsiructing lobe, and the shanks 
allowed to protrude with the drainage tube from 
the supra-pubic wound. The radium was left for 
twenty-two hours, the dose thus amounting to 
1,100 milligram-hours. The event proved that 
this was too large a dose in so small an area, since 
an abscess gradually developed which, after ten 
or twelve days, discharged near the root of the 
penis. No harm was done, however, and there has 
been no further interference with urination. The 
supra-pubic wound closed and the improvement 
was so much greater than we had dared hope for 
that about six weeks later 25 mg. of radium on two 
needles were inserted under novocaine by Bar- 
ringer’s method through the perineum into the 
right lobe of the prostate. It was allowed to re- 
main sixteen hours, the dose thus being 400 milli- 
gram-hours. There were no unpleasant sequele to 
this treatment and six months later the left lobe 
received a similar treatment without pain or in- 
convenience on the part of the patient. The third 
treatment was given about two months ago. The 
prostate is greatly reduced in size and has not the 
same feeling of hardness nor of fixation. There is 
still frequency of urination and pus cells are seen 
under the microscope. There is a residual of 60 
c.c. and it is evident that the obstruction is not 
entirely removed, but the improvement has exceed- 


ed our greatest hopes at the start. No tissue was 






























removed for microscopic examination at the time off nal 
the cystotomy and the clinical diagnosis of carci. sight 
noma remains unconfirmed. The reduction in the C: 
size of the prostate was so striking in this case ji ago 
was decided to try the effects of radium in benign¥ yj 
hypertrophy. the | 
The second case was that of a man seventy-twof™ acte 








years of age on whom I had done what I believe 
to be a complete enucleation of the prostate fivehy 
He had been perfectly well until the} 
first of the year, when he noted blood in the urine. FJ 
This occurred frequently until about the first off 
March, when he reported for examination. On ree. 7 
tal palpation one had difficulty in believing the 











years before. 
























prostate had ever been removed, and, on account of pai 
the bleeding, fear of carcinoma developing from J sec 
the capsule was entertained, although the gland 9 pr 
did not have a very suspicious feel. There were 9} a: 
75 c.c. of residual urine and cystoscopic examina- 7 

tion showed a rather irregular and ragged prostatic (tr 
urethra and a red and granular appearance in) an 
spots. No growth other than that of the prostate In 
was seen. Twenty-five mg. of radium were inserted di 
into the left lobe through the perineum and al- @ | 
lowed to remain twelve hours. Five months later a 
the right lobe was similarly treated, a small amount 7 1 
of blood having been seen again. This was three p 
months ago and the patient writes he is perfectly 1 





well and comfortable and voiding normally, and 3 
that there has been no recurrence of the bleeding. 7 





Case 3 is sixty-six years of age. Six years ago 7 
he had an acute retention with dribbling of bloody 


urine, and again two years ago. 






On each occa- 7 
sion he was relieved after the passage of a catheter 7 






two or three times, and able to resume his work. 7 





A week before he was seen, ‘a similar attack oc- 
curred but without relief from catheterization and 
he was sent to the hospital with a retention catheter 
in place. 







Examination showed a typical, marked 





prostatic hypertrophy. The retention catheter was 
removed the day following admission and the pa- | 
tient catheterized every four hours, although he was © 
able to empty the bladder. After three days 12.5 
mg. of radium were introduced into each lobe of 
the prostate through the perineum under local anes- 
thesia and allowed to remain ten hours. He left 
the hospital five days after the operation, declar- 
ing he was perfectly well, able to void easily, and 
having no residual urine. In these few days the 
prostate, as judged by rectal examination, appeared 
to have been reduced to about two-thirds its origi- 
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nal size. This patient at present has been lost 


® sight of. 


Case 4, aged sixty years, operated upon five years 
ago because of enlargement of prostate with resid- 
ual urine. This proved to be a most difficult case, 
the prostatic tissue being apparently fibrous in char- 
acter. A part only was finally removed with dam- 
age to the bladder attachments and a stormy con- 
valescence marked by infection in the wound and a 
left femoral phlebitis. Three months later the 
supra-pubic wound was repaired, a fistula having 
opened. No further symptoms until August of this 
year, when a rather smart hemorrhage occurred, 
following a long automobile drive. Since then 
pain and frequency. Residual urine 30 c.c.;'cysto- 
scopic examination showed much distortion of the 
prostatic urethra resulting from the operation and 
a definite cystitis with three very small calculi. 

On September 11th, 25 mg. of radium were in- 
troduced through the perineum into the prostate 
and by mistake allowed to remain only six hours. 
In this case a chill occurred in the evening of the 
day of treatment, followed by a temperature of 
103.4. This had dropped to normal the next day 
and he left the hospital. Since then there has been 
no return of the bleeding or frequency and the 
patient is reported as much improved in every way. 
There has been no opportunity to examine the pros- 
tate or determine whether or not there is now any 
residual urine. 


For six months 
this man had had nocturia increasing gradu- 


Case 5, age seventy-six years. 


ally in frequency to five or six times. For a week 
there had been painful urination. The prostate 
Residual of 150 c.c., 
cloudy, blood-tinged, foul-smelling urine. Twenty- 
five mg. of radium introduced by the perineal route 
into the left lobe of the prostate and allowed to 


main six hours, a dose of 150 milligram-hours. 


was diffusely enlarged. 


Five days later the residual urine was 25 c.c. There 
were no red blood cells but many pus cells. Hem- 
orrhoids were done in this case in addition to the 
radium treatment, caudal anesthesia, 2 per cent 
novocain, being employed. On discharge the left 
lobe showed appreciable reduction in size. Since 
the above was written this man has had a second 
treatment in the other lobe. A temperature of 107 
followed but subsided in a few days. His residual 


is now 25 c.c. 


Case 6, seventy-nine years of age. Patient began 


In 1918 he had an 
operation for abscess of the left kidney—probably 


catheterizing himself in 1917. 


an infected hydronephrosis; simple drainage was 
done. One week before entering the hospital he 
had a severe chill followed by fever and when ad- 
mitted was in a drowsy condition. There was a 
moderate enlargement of the prostate and his in- 
ability to empty the bladder appeared to be due, 
in part at least, to lack of muscular power, since 
the sphincter muscles of the anus also were com- 
pletely relaxed and there was incontinence of feces 
as well as of urine. However, there was great difh- 
culty in introducing the catheter. Radium was used 
in the hope that this might be made easier, and per- 
haps the painful spasms accompanying urination 
ameliorated. A needle carrying 12.5 mg. of radium 
was introduced through the perineum into each 
lateral lobe on September 28th and allowed to re- 
main eight hours. There was no discomfort attend- 
ing the first treatment but with the second there was 
pain and it was impossible to pass the catheter, 
the difficulty being due to the fact that one of the 
needles projected into the prostatic urethra. Both 
troubles disappeared when the needles were re- 
moved. In this case the residual urine, from 200 
to 300 c.c., remains about the same as before treat- 
ment, but all difficulty and discomfort accompany- 
ing the passage of the catheter have disappeared, as 
have also, except once each evening, the painful 
spasms which before were so annoying. As before, 
the patient is only able to void when lying on the 
back in bed, and this ability appears to result 
rather from relaxation of the sphincters than from 
action of the detrusors. His bladder capacity is 
about 700 c.c. and it seems fair to assume that the 
detrusor muscles lie splinted in the thickened blad- 
der wall resulting from the chronic catheter cystitis 
and old suppurating kidney. Before the radium 
treatments he complained of a sensation as of a 
foreign body in the rectum and inability to empty 
it by his own volition. This sensation is gone now, 
bowel movements are controlled and there is defi- 
nite tone in the anal sphincters. Just why this lat- 
ter condition should have resulted I am at a loss 
to determine, since the prostate was not tremendous- 
ly enlarged to begin with and only moderately re- 
duced in size by the radiation. His general condi- 
tion has been thought not to warrant cystoscopic 
examination, and much pathology apparently will 
remain, however much the prostate may be reduced 
in size. The net result, or sequence, of the radium 
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treatment has been a very definite and decided in- 
crease in comfort. 

This report is concerned with cases both incom- 
plete and too recent to be anything more than pre- 
liminary in character and that is all that is in- 
tended. However, the results seem to warrant a 
continuance of effort along this line and the hope 
that others may feel inclined toward trying it out 
and aiding in the perfection of the technique, and 
this must be achieved before the possibilities can 
be determined and a final judgment arrived at. 


In any event the work thus far done shows that 
a very decided reduction in the mass of prostatic 
iissue can be obtainec the use of radium im- 
bedded in its substance, and the great advantage of 
using it in this manner over those in which the 
rays must act at a distance through the skin or 
mucous surfaces is apparent. Moreover, radium 
is very irritating to mucous surfaces, and when so 
used must be carefully screened and so deprived 
of much of its effect. Whether or not the prostate 
can be indefinitely shrunk by repeated treatments 
remains to be determined, but certainly much can 
be done; the decrease in size and the relative in- 
crease in fibrous tissue are very apparent when the 
radium needle is introduced into a lobe that has 
had a previous treatment. 

The technic is extremely simple. With the pa- 
tient in the lithotomy position, under local anes- 
thesia, a single wheal is made in the skin of the 
perineum midway between the anus and the scro- 
tum. Using the finger as a guide in the rectum the 
tissues between the skin and the anterior surfaces 
of the two lobes of the prostate are then infiltrated, 
and an incision 0.5 cm. long made through the skin. 
The needles are then passed along the infiltrated 
tract into the substance of the prostate. In our 
first treatments we used also a catheter in the ure- 
thra. The avoidance of this tract is probably not 
important as compared with the rectum, but if en- 
tered it should ke by intent and not by chance. 
For it seems quite possible that large middle lobes 
may be more efficiently radiated if the needles, after 
traversing the lateral lobes, are made to enter the 
prostatic urethra, and are then pushed on into the 
large median mass. From our limited experience 
there appears to be little doubt but that the lateral 
lobes of the hypertrophied prostate can be reduced 
in size as much as required. The median lobe is 
less easily reached, unless by the transurethral 
route just suggested, or perhaps by entering the 








radium needles, not in the mid-line of the perineum, 
but a centimeter or two on either side, thus causing 
them to traverse the lateral lobes slightly diagon. 
ally and to meet at an acute angle in the middle 
lobe. We have considered also the possibility of 
placing them through the cystoscope. 
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In the matter of dosage, it is evident that in the 
first case treated it was too large for so small an 
area. The aim would appear to be to use the 
largest dose possible without making an actual 
slough and so causing abscess formation. The case 
reports show that at least 300 or 400 milligram. § 
hours may be given a single lobe at one sitting, J 
and very possibly this could be increased consider. J 
ably. In this case it would seem better to use 25 
mg. in each lobe at different sessions than half that J 
in each lobe at the same time. Because of the 
shrinking and formation of fibrous tissue it is best J 
to introduce the needles first into the deepest por- [ 
tion of the gland; and of course this is most often ' 
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the site of the obstruction. ~ 

The six patients have had a total of eleven treat- wi 
ments. The placing of the needles has been prac- & ¢| 
tically painless and there has been almost no dis- ay 
comfort afterward except in the three instances al 
noted—in one the presence of a needle in the pros- a 
tatic urethra was responsible, and in the others a al 





chill with high fever followed in about five hours, 
but had entirely disappeared in one the next morn- 
ing, and in the other after a few days. It reminded 
one of the so-called urethral fever, and possibly a 
needle may have entered the prostatic urethra in 
these cases also. 

















However, the case in which it is 
known to have done so had no febrile reaction. 
The meager data here presented are chiefly sug- 
gestive, and yet appear to offer a reasonable hope 
that benign prostatic hypertrophy may yet be re- 
lieved of much of its gravity. The operation of 
prostatectomy is one which is undertaken by the 
patient with great reluctance, both on account of 
the very considerable discomforts attending his 
preparation for it and his convalescence from it, 
and on account of the dangers of the operation 
itself. Men who are called upon to undergo this 
operation are quite generally poor surgical risks. 
Most of them are well advanced in years, and long 
continued back pressure upon the kidneys, with its 
resultant pathology, both local and remote, has 
greatly lowered their resistive powers. Because of 
their dread of the operation, relief is usually not 
sought until conditions are really serious. I be- 
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lieve there is very fair ground for the hope that the 
perfection of the radium treatment here outlined, 
possibly followed in large middle lobe cases by 
Young’s simple punch operation, may eventually 
rob this condition of most of its terrors. 





DISEASES WHICH MAY BE ASSOCIATED 
WITH PERNICIOUS ANEMIA* 


Hersert Z. Girrin, M.D. 
Section on Clinical Medicine, Mayo Clinic, and 
Joun P. Bowter, M.D., 
Fellow in Surgery, The Mayo Foundation 
Rochester, Minnesota 
Little doubt exists in the minds of experienced 
clinicians that occasionally some disease other than 
pernicious anemia may present a blood picture 
which cannot be positively differentiated from it. 
There is, on the other hand, considerable doubt 
whether other diseases ever produce the complete 
clinical and laboratory syndrome of pernicious 
anemia; the blood picture may be that of pernicious 
anemia while the history of pernicious anemia, 
glossitis, paresthesias, diarrhea, and the physical 
and laboratory achlorhydria, 
strable cord changes, and high pigment values in 


findings, demon- 
the duodenal contents, are wholly or partially 
absent. This review of pernicious anemia as it 
occurs in association with other diseases has been 


undertaken to throw some light on this question. 


From January 1, 1917, to January 1, 1922, 628 
patients with pernicious anemia have been observed. 
In 108 of these other diseases were also present. 
I shall discuss only certain aspects of the more 
important groups of these associated diseases. 


SYPHILIS 


There seems to be no doubt that pernicious 
anemia occurs in association with syphilis, but 
that this association occurs often enough to indi- 
cate a causative relationship of syphilis seems to 
be doubtful. 
reported in which the diagnosis of syphilis is clear 


Only occasionally has a case been 


and the characteristics of pernicious anemia are 
definite. One would expect to see this coincidental 
association of the diseases in a small number of 


cases. Moreover pernicious anemia may show a 


*Read before the Minneset> State Medical Associa- 


tion, Minneapolis, October, 1922. 


positive Wassermann reaction when a diagnosis of 
coincidental syphilis can not be made. Foucar 
and Stokes have reported the experience of the 
Mayo Clinic on this question. In a series of 4,800 
patients with syphilis, twenty-five cases of severe 
anemia were found (hemoglobin 55 per cent or 
Of these twenty-five cases, thirteen showed 
a satisfactory or fairly satisfactory clinical picture 
of pernicious anemia. Of the thirteen, however, 
six gave no other evidence than the positive Was- 
sermann reaction and might be said to demonstrate 


less). 


only that a positive Wassermann reaction may occur 
with pernicious anemia in the absence of other evi- 
dence of syphilis. In only five of the thirteen was 
there indisputable evidence of syphilis, although 
anemia was the outstanding feature without evi- 
dence of syphilitic involvement of other systems. 
If the proof that pernicious anemia may be due to 
syphilis depends on cure without remissions by 
means of treatment for syphilis, none of these cases 
can be regarded as pernicious anemia, and the con- 
clusion is that pernicious anemia and syphilis are 
merely concomitant diseases in the same patient, 
and that pernicious anemia in the absence of syph- 
ilis may yield a positive Wassermann reaction. 


HEMORRHAGE 


That excessive hemorrhage or repeated loss of 
blood may be a direct cause of pernicious anemia 
seems very improbable. Excessive menstruation and 
recurrent loss of blood from hemorrhoids may 
eventually cause severe anemia of the secondary 
type, even when the loss of blood at any one time is 
slight and occasionally not recognized by the pa- 
tient. Patients with pernicious anemia may date 
the onset of their definite complaints from the time 
of an excessive hemorrhage, and recurrent bleed- 
ing may confuse the diagnosis when the clinical 
The 


loss of blood may temporarily modify the blood 


features of pernicious anemia are not clear. 


picture. This is true most frequently with hemor- 
rhoids. There is a group of congenitally anemic 
patients with a family history of anemia, who in 
middle age or late in life develop pernicious anemia, 
occasionally in a somewhat atypical form. In 
such instances loss of blood seems to be a factor in 
the development of the pernicious anemia syn- 
drome, yet it cannot be said that there is a direct 
etiologic relationship. Nine patients with perni- 
cious anemia gave a history of excessive bleeding; 
six had recurrent bleeding from hemorrhoids: one, 


* 
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excessive menstruation; and two, excessive hemor- 


rhage at childbirth. 
GALLBLADDER DISEASE 


The occurrence of disease of the gallbladder with 
pernicious anemia is unusual in contrast to hem- 
olytic jaundice, so much so that with evidence of 
cholelithiasis in a case which is suggestive of perni- 
cious anemia, care should be taken to exclude hem- 
olytic jaundice. However, an occasional instance 
of cholecystitis and cholelithiasis is found with 
pernicious anemia. In this series there were ten 
cases in which the diagnosis of gallbladder disease 
was substantiated clinically. 
operated on. 


None of them was 
It is probable that mild types of 
cholecystitis occur more often with pernicious 
anemia than would be indicated by these data, but 
give no very clear evidence of the condition on 
clinical examination. 


CHRONIC SEPSIS 


It has long been held by certain observers that 
pernicious anemia is the result of sepsis or chemical 
toxemia resulting from sepsis. If this is true, the 
action of the sepsis must antedate the development 
of symptoms by years. Clearing up the foci may 
improve the patient’s general condition, but we 
have no evidence that it has any direct effect on 
the disease. No one can say what might have been 
the result if the foci had been eliminated five or 
ten years earlier. The various forms of septic 
processes have occurred not more commonly with 
pernicious anemia than would be expected. Aside 
from dental and tonsillar sepsis fourteen patients 
in this series were suffering from other septic con- 
ditions, including bronchiectasis, pyonephrosis, 
chronic infectious arthritis, recurring sinusitis, and 
colitis (nonamebic) . 


RENAL INSUFFICIENCY AND HYPERTENSION 


Evidence of nephritis is not unusual in the series. 
Christian has pointed out that the renal function, 
often reduced, as measured by dietary tests, im- 
proves with the improvement of the anemia. Sev- 
enteen of our patients showed evidence of nephritis 
in the urine and in functional tests, often associated 
with myocardial disease and arteriosclerosis. Most 
of these patients were more than sixty years of age, 
when the nephritis of arteriosclerosis is common. 
There is, therefore, no reason to believe that there 
is necessarily any close relationship between perni- 
cious anemia and nephritis in this group. Neph- 
ritis may produce anemia which may be difficult to 


differentiate from pernicious anemia, but this is , 
parenchymatous nephritis occurring in younger 
persons. 


Hypotension is characteristic of most patients 
with pernicious anemia. The diastolic pressure, as 
well as the systolic, is distinctly below normal, 
Four patients of the series, however, showed hyper. 
tension, the systolic pressure ranging from 160 to 
210, and the diastolic from 82 to 128. It is prob. 
able also that in certain cases there has been hyper. 
tension before the development of pernicious 
amenia, the blood pressure dropping to normal, 
or below, later. The hypotension of pernicious 
anemia may be due, in part, to some other factor 
than anemia, inasmuch as the blood pressure rare. 
ly returns to normal with an elevation of the blood 
count. 


CARCINOMA 


Five cases of pernicious anemia associated with 
carcinoma occur in the series. Distinctive features 
of both diseases were present, care having been 
taken to exclude anemia secondary to cancer. These 
were cases of cancer of the breast, colon, uterus, 
esophagus and stomach. The carcinoma of the 
stomach developed eighteen months after definite 
indications of pernicious anemia had been recog: 
nized. The patient (Case A130149), aged fifty- 
two years, had pernicious anemia, bleeding hemor- 
rhoids, Endameba histolytica, and finally carcino- 
ma of the stomach. Carcinoma does not cause a 
clear clinical picture of pernicious anemia. 


THYROID DISEASE 


Adenomas of the thyroid occurred in four in- 
stances. In one additional case exophthalmic goiter 
was present. There was nothing to indicate either 
an etiologic relationship or a modification of 
the course of either disease. Hypothyroidism is 
often associated with moderate anemia which 
must be distinguished from primary anemia; the 
distinction is, however, usually not difficult. Two 
instances occurred in which a diagnosis of both 
hypothyroidism and pernicious anemia seemed to 
be justifiable. In both, the cord changes of perni- 
cious anemia were present, the metabolic rate was 
—17 in one; in the other, —20. 


TUBERCULOSIS 


The entire absence of active tuberculosis in as- 
sociation with pernicious anemia is a striking fea- 
ture in the series. Only three instances of chronic 
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or healed tuberculosis are recorded, one case of 
tuberculids, one of chronic phthisis, and one of 
tuberculous sinus of the hip. Roentgen-ray exam- 
inations of the lungs were rarely made and it is, 
therefore, possible that cases of healed pulmonary 
tuberculosis have been overlooked. 
prevalence of tuberculosis it is likely that the 
tuberculous patient is not favorable soil for the im- 
plantation of pernicious anemia, and conversely 


In view of the 


that the patient with pernicious anemia is immune 
to tuberculosis. 
DIABETES 


Diabetes with polyuria and blood sugar of 0.27 
per cent developed in a case in which the symptoms 
of pernicious anemia antedate those of diabetes. 
Glycosuria was demonstrated in one other case. 
Parkinson has reported a case of pernicious anemia 
terminating in acute diabetes. There is evidence 
that glycosuria, if not true diabetes, may be second- 
ary to anemia in view of deficient oxygen supply. 


INTESTINAL PARASITES 


There is a belief, at least in this country, chiefly 
based on text-book statements, that dibothriocepha- 
It is 
not generally known, however, that only a very 


lus latus is a cause of pernicious anemia. 


small proportion of sufferers from this disease have 
any anemia whatever, or any symptoms of a serious 
nature. Schauman, in his monograph of 1894, was 
able to collect only thirty-eight cases with severe 
anemia, in eight of which the color index was less 
than 1. The blood picture in the remaining cases, 
however, was quite similar to that of pernicious 
anemia. 


Rosenquist has written. an excellent account of 
twenty cases of bothriocephalus anemia. The aver- 
age color index was 1.237, the average red cell 
count 1,339,000, and the average hemoglobin 30.1 
per cent. Gastric analysis was made in twelve, only 
four of which showed achlorhydria, and one of the 
latter revealed the presence of hydrochloric acid 
a year later. Diarrhea was common, but there was 
no paresthesia or incodrdination, stomatitis or glos- 
sitis. The nervous system was said to be negative 
in ten cases. There is, however, no record of de- 
tailed neurologic studies. In spite of the blood 
picture which is typical of pernicious anemia, these 
cases can not be accepted as strictly belonging to 
the group classified in this country as progressive 
pernicious anemia, because of the absence of stoma- 
titis and of cord changes, and the rapid return to 


normal health. I have been unable to find a case 
of bothriocephalus anemia, satisfactory in all de- 
tails for a diagnosis of pernicious anemia; in order 
to decide this question a more detailed study of 
the bothriocephalus anemias is necessary by those 
who observe such cases. The three cases of diboth- 
riocephalus infestation which have come under 
observation have shown none of the features of 
pernicious anemia. 


Endameba histolytica is not infrequently found 
in the stools of patients with pernicious anemia. 
In most such instances it is evident that the para- 
sitic infestation is not associated with the develop- 
ment of the disease. Actual colitis can be demon- 
strated in only an occasional case, and the diarrhea 
is usually no more troublesome than in the aver- 
age patient with pernicious anemia. In this series 
there were thirteen cases of infestation by Enda- 
meba_ histolytica without demonstrable colitis. 
Occasionally the bowel symptoms were very severe 
and some of the features of pernicious anemia 
absent, which made it difficult to determine the exact 
importance of the parasitic disease in the produc- 
tion of the anemia in a given case. There is, how- 
ever, no case in our series in which Endameba his- 
tolytica was considered the cause of the pernicious 
anemia syndrome. 


On the other hand, patients with infestation by 
Balantidium coli in the chronic form have shown 
many features of pernicious anemia in a majority 
of instances. Logan has reported our experience 
with these cases: four patients had the typical 
clinical picture of pernicious anemia with sore 
tongue, achlorhydria, and subacute combined scle- 
rosis of the pernicious anemia type. Balantidium 
invades the tissues and has the power of becoming 
encysted, and it is probably impossible entirely to 
eliminate it. The infrequent. recognition and the 
characteristics of this invading parasite, together 
with the frequency of the accompanying features 
of pernicious anemia, are very striking and pos- 
sibly most important considerations in the etiology 
of pernicious anemia. 


CONCLUSION 


A general survey of this series of cases seems 
to demonstrate that, while other diseases may pro- 
duce a blood picture typical of pernicious anemia, 
the clinical and remaining laboratory features are 
absent to such a degree that it is doubtful whether 
the complete pernicious anemia syndrome is ever 
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seen as a result of other disease. The notable and 
striking exception to this statement, in our ex- 
perience, is infestation by Balantidium coli, which 
in the few cases we have seen has always been ac- 
companied by the features of pernicious anemia, 
glossitis, achlorhydria and subacute combined 
sclerosis. The absence of active tuberculosis in 
association with pernicious anemia is a notable fea- 
ture of the series. 
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A VISUAL ALBUMINURIA GUIDE* 


Henry WireEMAN Cook, M.D. 


Vice President and Medical Director 
Northwestern National Life Insurance Co. 


Minneapolis, Minn. 





I am taking the liberty of showing a suggestion 
for roughly determining the amount of albumin 
present in a urinary specimen and more especially 
to offer a comparable and relatively constant 
nomenclature for varying degrees of albuminuria 
where exact quantitative tests are not possible or 
convenient. In life insurance examinations the 
need for such a method is most imperative, as quan- 
titative estimates are out of the question and as 
the vague terms in common use, such as trace, mod- 
erate amount, etc., vary so with the opinion of the 
observer and the delicacy of his technique that they 
have little accurate value. In a large proportion 
of routine clinical and hospital work, this same 
dificulty is met with, and this visual guide is 
offered as an assistance in standardizing our no- 
menclature in at least approximate relation to defi- 
nite quantitative amounts. 





*Presented before the Minnesota State Medical As- 
sociation, Minneapolis, October 13, 1922, and before 
the Medical Directors’ Association, Nov. 3, 1922. 
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The tests selected as standard are the “heat and 
acid” and Heller’s because they are the most widely 
known and most easily done, and because Heller’s 
especially well lends to quantitative estimates. In 
our laboratory we use Ulrich’s ring modification 
of the “heat and acid” as the initial test, as it is 
more delicate than either the “heat and acid” as 
ordinarily applied, or Heller’s, but as it is ndt so 
generally known, we have not reproduced it in our 
chart. 


The tests shown in the chart are photographic 
reproductions of actual tests made with known so- 
lutions of albumin from a case of nephritis. 
Previous attempts to standardize notations of de- 
grees of albuminuria have depended upon verbal 
descriptions which attempt to measure the width 
of the albumin ring or picture its density. There 
is a well recognized relation between the width and 
density of the cloud and the amount of albumin. 
But descriptions which depend upon attempts to 
measure the ring in fractions of an inch or to gauge 
density by ability to read printing through the 
cloud, are obviously inaccurate. It is believed that 
by presenting visually the coagulated albumin as 
it appears in actual tests, with careful attention to 
standardizing the method of making the tests, re- 
sults will be obtained approximately uniform. 
This has been the experience in our own laboratory 
and in the laboratories of a number of our exam- 
iners who are using the visual chart. 


As it is essential that the tests should be made 
under uniform conditions, these are here detailed: 


1. The test tube must be scrupulously clean. 


2. The test is to be made at the window in a 
bright light or with strong artificial light against 
a black background. A test made at the middle or 
back of the room, where, in a doctor’s office, the 
sink is frequently placed, and held at that distance 
towards the window, will only show the larger 
emounts of albumin. 


3. The reading should be made after one min- 
ute and within three minutes. Before one minute 
the smaller traces will not appear with Heller’s 
test, and after three minutes the amount is exag- 
gerated by the gradual spread of the ring upward. 


Heat and Acid.—The clean test tube is filled 
three-quarters full of the filtered urine and 1 c.c. 
of saturated salt solution added. If neutral or 
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alkaline, it should be acidulated by add- 
ing a few drops of 3 per cent acetic acid. The 
upper portion of the tube, held at the lower end, 
should be heated until the urine boils. If this is 
held against a black background in a strong direct 
light the coagulated albumin will be seen in a 
cloud of varying thickness depending on the amount 
present. It can be estimated by comparison with 
the chart. 


an amount greater than 1 part to 1,000, will ap- 
pear as a coagulated white ring of varying width 
and density, depending on its concentration. The 
amount of albumin present will also determine how 
soon the ring becomes visible. In concentration 
greater than 1 to 500 the ring appears immediately. 
faint ring appears in from one-half to one minute. 
In amounts between 1 to 1,000 and 1 to 500, a very 

If the examiners and practitioners were supplied 
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Heller’s—About an inch of the clean test tube 
is filled with concentrated nitric acid. The tube 
is then held in an almost horizontal position and 
the filtered urine allowed to flow very slowly down 
the tube to overlay the acid. If the urine and acid 
are mixed so that the ring of contact is not even 
and distinct the test should be done over. 

At the point of contact, albumin, if present in 


with such a chart by which they might indicate and 
standardize their albumin tests, it is believed that 
a considerable advance would be made in classify- 
ing our judgment both as to the amount of albumin 
present in any individual case and also when differ- 
ent men are using a comparable standard, that the 
clinical and prognostic significance of varying 
grades of albuminuria wil) be better understood. 





18 
INJURIES TO THE LOWER BIRTH CANAL* 


James R. Mantey, M.D., 
Duluth 


No matter what your attitude may be on the 
much disputed question as to whether labor is a 
physiological or a pathological process, I think 
you will all agree that a good many so-called 
normal labors result in pathology at a later date. 
Rectocele, cystocele, scars in the vagina resulting 
from tears and stretching of the normal supports of 
the uterus are certainly pathological conditions. 


You will also agree that any method or procedure 
which tends to minimize the frequency of these in- 
juries, or will tend to result in a more perfect 
repair if they do occur, and which can be used with 
a high degree of safety to the mother and child, is 
worthy of consideration and trial. 


It is with two methods of protecting the patient 
from the pathological after-effects of childbirth 
that this paper has to deal and I maintain that they 
fulfill the conditions just set forth. What I have 
to say applies to primipara and to multipara with 
uninjured birth canals. It has nothing to do with 
multipara with torn and relaxed outlets. 


There are many types of injury to the birth 
canal, but the most important may be grouped 
roughly into three classes. 


Class I. Lacerations of the floor, including the 
urogenital fascia, perineum, the floor of the pos- 
terior part of the vagina with its fascia and also in- 
juries to the rectum. These injuries result in a 
greater or less degree of rectocele and gaping of 
the vagina. If we exclude injuries to the rectum, 
this type is the least important from the standpoint 
of functional disturbance 


Class II. Comprises lacerations of the roof of 
the birth canal, including the fascial supports of 
the bladder and tears of the levators at their pubic 
attachments. 


afterwards. 


This class of injury results in cys- 
tocele, dislocation of the base of the bladder, pro- 
lapse of the uterus, bladder disturbance, etc. This 
type is most serious from the standpoint of func- 
tional disturbance. It is the most difficult to pre- 
vent and is the kind that is most commonly over- 
looked; it is also the most difficult to repair, impos- 
sible to repair satisfactorily. 





*Read before the annual meeting of the Minnesota 
sete Medical Association in Minneapolis, October, 
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Class Il]. Consists of an injury in which the 
walls of the vagina are wiped off from their bony 
and fascial attachments, sliding the vagina as a 
whole downward. 


If we analyze the causes of these different types 
of injury we find that they have a common cause, 
and that the particular location and type of tear 
depends on the resistance and strength of the dif. 
ferent tissues forming the lower birth canal. 

We find, for instance, that if the floor of the 
canal is not very resistant and tears easily, or, if 
it distends readily, it gives way first, and, if it tears 
soon enough the roof of the vagina and the bladder 
supports are not injured. 


If the head is forced upward strongly, due to 
a very strong and resistant floor, the tear may occur 
in the roof; the floor will usually tear later if the 
head is large. This tear in the roof may often be 
diagnosed by seeing a slight bleeding coming from 
the roof of the vagina as the head distends the out- 
let and before the perineum gives way. 

If the fascial layers of all sides of the canal are 
of equal strength, the attachments of the vagina 
may be wiped off their supports before any tear 
in the outlet proper occurs. 


I will not go into the various causes of lacera- 
tions, such as precipitate labor, abnormalities of 
mechanism due to contracted pelvis, insufficient 
flexion, persistent occipito-posterior positions, face 
and brow presentations, etc. I will only mention 
the necessity of managing the second stage so that 
the head emerges slowly, the patient under anes- 
thesia, etc. 

These considerations, of course, all have a great 
bearing on birth injuries and should be diagnosed 
and corrected as soon as possible. We will take it 
for granted that all these complications have been 
taken care of, still we will have a large number 
of lacerations in primipara in which all the under- 
lying indications have been met. 

There are two methods of preventing a perma- 
nent injury which I wish to discuss; they are both 
very old procedures but have recently been re- 
vived by two well-known obstetricians as part of 
their technique in an effort to shorten the second 
stage of labor. 


The two methods are manual dilatation of the 
vagina, first mentioned by Van Horn in the seven- 


teenth century, and episiotomy, first recorded by 
Ould in 1742. 
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Sir Fielding Ould was an interesting character; 
he was the second master of the Rotunda Hospital 
in Dublin and seemed to take a great deal of de- 
light in fighting with his contemporaries, in that 
respect not differing much from the modern Irish- 
man. He published a very good account of podalic 
version and apparently used it a great deal. He 
was not very popular in the profession and never 
was elected a fellow in the College of Physicians. 
However, he was a good politician and pulled 
enough wires so that he was made a Knight by the 
Lord Lieutenant. 

On this occasion the following couplet was put 
forth by one of his colleagues: 

Sir Fielding Ould is made a Knight. 
He should have been a Lord by right, 
And then each Ladie’s prayer would be: 
Oh! Lord, good Lord, deliver me. 

Manual dilatation of the vagina is not dwelt 
upon much in text-books, and any interference of 
the kind was rather frowned upon when I went to 
medical school. It was brought to my attention in 
watching the work of Potter of Buffalo. 


Dr. Potter, as a preliminary to performing poda- 
lic version, which he does as a routine in all cases 
as soon as the cervix is dilated, dilates the lower 
birth canal by hand, ironing out the perineum and 
floor of the vagina till he can easily pull his closed 
fist out through the vulva. He takes ten to fifteen 
minutes to do this, proceeding gently and slowly 
and using plenty of green soap as a lubricant. He 
does not wait for the head to bear on the floor, but 
does it as soon as the cervix is dilated so he can 
proceed with his version. I have come to use this 
method very frequently in ordinary head presenta- 
tions, particularly in the home, either in sponta- 
neous deliveries or in forceps operations. 


By this method dilatation is slower because you 
have partially prepared the parts before the head 
comes through. The head may also be retarded if 
necessary, or if you wish to deliver rapidly for 
any reason the parts are already prepared. This 
treatment relaxes and thins the pelvic floor, so that 
if, due to great disproportion between the size of 
the head and the outlet, a tear is inevitable, it will 
invariably occur in the floor of the vagina where 
it can easily be repaired, instead of in the roof 
with possibly a tear of the levators at their pubic 
attachments or through the fascia between the blad- 
der and vagina where it is very difficult to do a 
satisfactory repair. 
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It is not claimed that the parts are left abso- 
lutely uninjured as there are probably minute 
hemorrhages and tears of muscle fibers and at 
first glance it would seem like a rather unsurgical 
procedure and possibly inviting infection; but it 
has unquestionably reduced the number and ex- 
tent of tears in my hands and the remote results 
are very satisfactory. 


This method is particularly applicable to labors 
conducted in the home, in contradistinction to the 
next method I will describe, which is distinctly a 
hospital procedure and is more radical in its na- 
ture. The second method consists of a deep later- 
al episiotomy done before any marked distention 
of the pelvic floor has occurred. This has re- 
cently been forcibly brought out by De Lee in his 
prophylactic forceps. His technique has _ been 
published and 1] have seen him do his operation 
several times. 


The method is as follows: As the head descends 
deep into the pelvis, perhaps just within the vulva, 
the patient is anesthetized, the area carefully pre- 
pared and a deep incision made in the lower later- 
al region of the vulva starting at the lower angle 
and going laterally to escape the rectum. The in- 
cision is made through the skin and mucous mem- 
brane down to and often through the anterior bor- 
der of the levator ani muscles. Forceps are then 
applied and the child delivered in the usual man- 
ner, the incision being extended if necessary. The 
placenta is then expressed and the incision care- 
fully repaired layer by layer. First, the mucous 
membrane is repaired; this may be done by a 
submucous stitch. The levators and urogenital 
fascia are then closed with chromic gut and the 
skin lastly with a subcuticular silkworm, special 
care being taken to get an accurate closure of the 
bulbo-cavernosis or vaginal sphincter. This care- 
ful repair makes a water-tight closure of the 
wound and militates against infection. 


If the operation. has been done at the right time 
before any tears have occurred there will be no 
other injury to the birth canal; the bladder fascia 
has been spared, the rectum has withdrawn safely 
to one side out of harm’s way, and the incision is 
in the most favorable situation for a good repair. 
Ross McPherson, in speaking of episiotomy, says, 
“I am inclined to believe that in the average primi- 
para under suitable surroundings, in the hands of 
a competent obstetrician with full anesthesia 
and proper technic, an easy low forceps where no 
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pressure is applied by the blades and which is pre- 
ceded by an episiotomy just as the perineum begins 
to distend offers a more satisfactory means of de- 
livery than by waiting for nature to effect the 


birth.” 


H. W. Shutter, in speaking of the measures to 
be used for the protection of the bladder, says, 
“Episiotomy releases the head posteriorly, takes 
off pressure under the symphysis and frequently 
spares the bladder.” 


With a good repair a condition approaching a 
multiparous perineum and vagina is attained; this 
has been thought by some to be a disadvantage. 
Another objection is. the added danger of infec- 
tion. Strict asepsis must be obtained, under some 
difficulty it must be admitted, but the cleanly cut 
tissues are in much better condition to heal readily 
than are the irreguiar bruised tears so often en- 
countered. 


What of the next labor? I have not done this 
operation twice on the same patient. I started it 
only about eighteen months ago and have some 
patients who have had the operation done and will 
soon be at term with their second baby. If you 
may judge from the condition some months later 
when the scar is scarcely visible, and without in- 
duration or rigidity I think you could safely disre- 
gard the former operation and conduct the case 
as you saw fit. 


This method aroused a great deal of criticism 
when De Lee first presented it, but after seeing him 
work and seeing his results, | concluded to try it. 
I use the method only with primipare who come 
to the hospital. 


I have complete records of thirty-four cases of 


episiotomy. Of these, twenty-six were of the 
deep lateral type with forceps application and 
eight were of the central type. There has been 


no fetal or maternal mortality. 


Of those of the lateral type five had a temper- 
ature of 100, at one reading or more, or 19 per 
cent. One of these was a case of post-partum 
hemorrhage; on removing the packing in twenty- 
four hours she suffered from a pulmonary em- 
bolus with pain in the chest, bloody 
sputum, temperature of 105, pulse 140. Her 
fever left in ten days and she recovered with a 
very satisfactory perineum. Another had a frank 
bronchitis with rales, cough and profuse expec- 
toration. Another case had a temperature of 100 


sudden 





at one reading only; she was of the hysterical 


type and had been two days in the first stage of f 


her labor. No cause for her fever was acertained 


and the episiotomy healed well. 


Two cases, or 7 per cent, got an infection of the 
episiotomy wound. One had a temperature of 


100 for one day; the skin separated but the, mus. 
cles and perineum held and she got a good result, 7 
The other case ran a fever of 102 for two days F 


reaching normal in five days, there was a slough 


of the lower end of the incision, the floor of the § 
vagina was not involved, however, and the hole F) 


gradually filled in and she got a fair result. 


The central episiotomies did not run any fever. 


I compared the incidence of fever in my episi- [ 
otomies with that of the hospital as a whole for ff 


1921 and found that in the forceps cases there 
was a fever of 100 at one reading in 30 per cent 
of the cases, while in the spontaneous deliveries 


the fever touches 100 in 19 per cent of the cases. 


I feel from this comparison that the performance 
of this operation does not increase the percentage 
of fever. 


I have inquired carefully as to the discomfort 
immediately post-partum and I am convinced that 
there is no more discomfort than after an ordinary 
repair; neither do I think it is any less. 


One case with a contracted pelvis suffered a 
separation of the symphysis pubis, with classical 
symptoms. This was a hard forceps delivery. 
This patient’s episiotomy wound healed beautiful- 
ly, there was no bladder injury and not the slight- 
est cystocele, rectocele or prolapse was evident 
three months later. She completely recovered 
from the ruptured symphysis. 


Final Results.—The first two or three cases did 
not get a good scar because of faulty anatomical 
repair; this was due to lack of experience. Four 
cases had some tenderness at six weeks, there was 
slight induration and a small granulating area 
Two of 
these cases were seen at six months and had no 
symptoms; the others did not report again. 


usually at the muco-cutaneous margin. 


The other cases were classed as satisfactory. 
The perineura was firm, rectocele or cystocele were 
absent, there was no discomfort and the vaginal 
mucous membrane was not visible when the knees 
were widely separated. 


After the incision is made the opening takes a 
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peculiar shape due to the cut being made laterally 
and the pull of the muscles not being symmetrical ; 
a careful anatomical repair must be made to get 
a good result. 


A median episiotomy in my experience is best 
used in a different class of cases than the deep 
lateral episiotomy. I use the deep lateral in 
rather high forceps cases where the arrest of the 
head has taken place before it has reached the 
floor and before it has had a chance to distend it. 


The median episiotomy is used in spontaneous 
cases where needed, after the perineum is well dis- 
tended and where I think a tear will occur. The 
median cut is sufficient here and is much easier to 
repair. 

Pomeroy, an ardent supporter of median episiot- 
omy, says, “If you use it in large heads and small 
vagina, wait until the head dilates the sphincter 
ani or dilate it by hand so that if it is necessary to 
incise or it does tear you will have a relaxed muscle 
to unite instead of a contracted one. 


I believe that the lateral cut is much better to 
use in cases where the disproportion is so great as 
to endanger the rectum, as with the lateral episiot- 
omy injury to the rectum should never occur. 


I am not prepared to follow Dr. De Lee entirely 
in his routine use of episiotomy and forceps nor 
am I prepared to follow Potter in his use of ver- 
sion in all cases, but I have found their methods of 
protecting the lower birth canal from permanent 
injury very satisfactory and I offer my experience 
in these methods for your discussion. 
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DISCUSSION ON THE PAPER OF DR. J. R. MANLEY 


Dr. Atsert G. Scuuze, St. Paul: After having read the 
paper which has been presented by Dr. Manley, I have 
come to one conclusion, namely, the paper is rather diff- 
cult to discuss. 


Clinically, or pathologically, there are two kinds of lacera- 
tions, There are the visible ones, which are in the form of 
abrasions, bruises, or lacerations, and the invisible ones or 
those that are submucous. The latter consist of injuries 
to the fascia and levator ani muscles. They are not seen 
at the time of delivery, but two or three months afterward 
we find the patient suffering from rectocele and cystocele 
and a badly damaged and relaxed outlet. 
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I have done manual dilatation in those cases where I did 
version or forceps delivery. I have done episiotomy when 
justified. Neither of them have I done routinely. As re- 
gards episiotomy, I am partial to the median incision. If 
there is fear that the incision will be extended into the 
rectum, a pair of scissors curved on the flat, will direct it 
to the side, thus away from the rectum. In those cases 
where I did an episiotomy and did not get results, as indi- 
cated by examination two or three months after delivery, I 
felt that I had waited too long before making the incision. 
Submucous injuries may take place without any evidence 
on the surface. There may be no injury to the mucous 
membrane at all, but you do have an overdistended outlet. 
I think there is something good in Potter’s version. Al- 
though I am not here to advocate that procedure at this 
time, I do believe Potter has some points in his technic 
that are mighty good, and manual dilatation is one. Per- 
haps the only serious objection to manual dilatation is the 
question of infection. In my clinical and hospital work I 
always instruct the internists to refrain from vaginal exam- 
inations as much as possible. Are we not going to the 
other extreme by disregarding that when we do manual 
dilatation? 


The essayist reports twenty-six cases of deliveries with 
deep lateral incision and forceps application; more than 
I have had in my private or hospital work, or the two com- 
bined. If he did these forceps deliveries with the idea of 
doing the De Lee prophylactic forceps, I cannot lend my 
moral support to it because I doubt whether the time has 
come when we can offhand recommend De Lee’s prophylac- 
tic forceps. 


I do not care when, or how, or what you do, you will not 
get 100 per cent results in these cases. 


There are other factors to be considered, one of which 
the essayist has not mentioned, namely, the shape and size 
of the bony outlet. It does not matter what procedure one 
may adopt, you are at the mercy of it. Some writer has 
analyzed cases according to the size of the pubic arch. If 
that arch is small, the fetal head will be forced back 
against the posterior segment of the outlet, and you will 
get a laceration of the perineum, whereas if the pubic arch 
is roomy you are more likely to have damage done to the 
anterior segment, while the posterior will be spared. 





Dr. J. R. MAntey, Duluth (closing): I have nothing 
further to add except to make myself clear in what I have 
said. I am not doing De Lee’s prophylactic forceps as a 
routine to hurry up the second stage of labor. These cases 
I reported were cases which in my judgment would do 
better with forceps delivery. I simply resort to episiotomy 
when I employ forceps on a primipara. 

Dr. Schulze has remarked about the bony pelvis. What 
he said is true, but even if you have a small pelvis, these 
women will do much better if you do episiotomy. For in- 
stance, in the case where I had a separation of the sym- 
physis, the woman had a contracted pelvis and perhaps 
could have been delivered better in some other way. As 
it turned out, I am glad she was not delivered any other 
way because she will be able to have other children with 
very little trouble. 
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MALINGERING WITH A VENGEANCE 


W. W. Lewis, M.D., F.A.C.S. 
St. Paul 


In the ordinary walks of life the hysteric gen- 
erally falls in a way that does not hurt him, and 
the malingerer usually keeps within the bounds 
of safety to himself. 
hardship or personal danger, such as military ser- 
vice, penal servitude and the like, do we expect 
to find malingerers with fortitude and persever- 
ance sufficient to inflict upon themselves - injuries 
of a degree that endangers permanently their well- 
being, their health, and especially the integrity of 
their special sense organs. 


Only to avoid considerable 


In the army it was not at all an unfamiliar ex- 
perience to see some big fellow feign all kinds of 
physical ailments, hoping to be closed out and 
sent home; and right next to him a little, puny, 
anemic chap exhaust every means to bluff his way 
through and combat assignment; which 
brings to mind John L. Sullivan’s immortal, “The 
bigger they are, the harder they fall.” 


into 


Generally speaking, in office practice, the oculist 
is on his guard against malingering only when the 
examination is of a nature where he knows claims 
for damages for personal injuries are involved. 
where insurance indemnity is sought, where ex- 
amination for employment, life insurance appli- 
cation, or indemnity, is under consideration, and, 
in general, only where a probable or apparent mo- 
tive for unfair dealing might be suspected. As a 
result, many of us have been stumped and fooled 
to a degree that is not at all flattering to the ex- 
perienced practitioner. On the other hand, and 
much more grievous to the peace of mind of the 
conscientious doctor, to suspicion or accuse and 
mark a patient as a malingerer and a faker errone- 
ously is an error in responsibility from which we 
all shrink. 

Among the insane, self-inflicted injury is not at 
all uncommon, and many cases are on record where 
complete evulsion of the globes, gouging out of the 
eyeballs by their bare fingers, has been accom- 
plished, including severance of the optic nerves 
and extrinsic muscles. Axenfeldt’s report on this 
subject includes cases of his own knowledge as well 
as many referred to in the literature. This, among 
the known insane, and especially the custodial in- 
sane, is quite aside from what | refer to in malin- 
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gerers; persons who most probably are to be re. 
garded grossly as entirely normal, or at least of the 
usual average, in their lives and intercourse among 
their fellows, neighbors and friends, and who them. 
selves, until such impulse appeared, as a result 
of the stress of some personal fear or revulsion 
in their own existence, never dreamed of such a 
possibility. a 

Of the many malingerers that I have seen, two 
cases were so outstanding in degree of misdirected 
courage and fortitude that I shall speak only of 
them. 

One, a young man of twenty-five or twenty-six 
years of age, who before and after his self-inflicted 
injury, according to the records, was entirely nor- 
mal while under observation, was apprehended by 


the St. Paul police as an escaped convict from the | 


penitentiary of an eastern state, and held in a cell 
at the police station. When he was being 
from the cell, he stumbled out, feeling his way 
like a blind man. Questioned as to why he acted 
so, he replied that he was blind. Knowing that the 
man was all right when he was locked up in jail, 
attendants were not much impressed by the man’s 
groping about until it failed to wear off, and the 
police surgeon, I believe it was, looked at the eyes 
of the prisoner. He was hurriedly brought to the 


removed 


bani Winaabasie as 


City and County Hospital, and, as the visiting staff | 


man, I was summoned. 


I found both eyeballs in- 


cised horizontally across the cornez, with anterior 


sin 


chambers collapsed and iris protruding. An iridec- 
tomy of the prolapsed iris was done and the man 


put to bed. The unfortunate fellow told me, after 
being taken care of, that he had slashed his own eye- 
balls with a razor which he had in his pocket; and 


explanation of his hideous act was that he had f 


taken an oath, upon escaping from the prison, 
never to see the place again. In all probability he 
meant by his oath to suicide rather than be taken 
back, but, lacking the courage of gross self-destruc- 
tion, resorted to his dreadful deed in the hope that 
it would keep him from being returned to prison 


and maybe lead to an institution for the blind; at | 


any rate, anywhere but the prison, he cared not 
where. Luckily the wounds were below the center 
of the cornez, and eventually he got good sight in 
one eye and some little sight in the other. Not- 
withstanding his desperate attempt at evasion, he 
was returned to the prison from which he escaped. 

The other case was that of a woman about forty 
years old, a professional nurse in institutional 
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work. She came to me from out of town, with a 
much swollen right eye. The lids were tremendous- 
ly swollen as in erysipelas, except that they were 
edematous rather than phlegmonous in character, 
especially the lower lid. Upon opening the lids 
the lesion was found at the center of the conjunc- 
tival surface of the lower lid. 


A large croupous 
patch of exudate covering an ulcer extending the 
entire depth was found down to the fornix at the 
central portion of the lid. There was also a gray 


clouding of the lower central portion of the cornea. 


Her story was that a bit of disinfecting solution 
had splashed into her eye a week previous. She 
was taken care of with the ordinary remedies indi- 
cated, and after a rather prolonged stay the eye 
condition got well and she returned to her institu- 
tion for duty. About a week later she came in 
again with exactly the same picture in the left eye, 
but this time could give no such reason for the con- 
dition as previously, i. e., that the disinfecting fluid 
had splashed into her eye. Not having such a his- 
tory to account for the condition of the second eye, 


ti began to try to correctly identify the pathology 


found. Diphtheria was excluded in the absence of 
amination; tuberculous ulceration did not fit in in 
the absence of preauricular gland enlargement, nor 
did lupus, pemphigus, actinomycosis, Parinaud’s 


could think or read. Strangely, this lesion would 
get nearly well, and then relapse with all the acute- 
ness of the original reaction. After many weeks 
of better and worse condition this eye got well, and 
she went back to her work. Again, for a third 
time, after a week or so, she came back with the 
condition in both eyes. This time I called to my 
aid, Dr. Boeckmann, Sr., and Doctor Burch, both 
of whom had seen an enormous amount of eye 
pathology. At this period none of us, thinking only 
of infection as a cause, could place in his mind 
what the condition was, so we determined to send 


practically unable to get around, with both eyes 
nearly out of commission, she seemed entirely will- 
ing. At the hospital Doctor Warwick agreed to try 
to work out the case bacteriologically, but very 
early reported, “No bacteria.” At about this stage 
of the trouble all of us, at about the same moment 
and for the first time in our observation, thought 
of self-inflicted injury, and so it proved to be. 
This patient had stood before a mirror with silver 
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nitrate stick in hand, had applied it to the everted 
lid of one eye; later to the other; and, again, at 
a later date, to both, and had reapplied it repeat- 
edly, even to the still unhealed ulceration. I, at 
least, stupidly had never suspicioned such a thing. 
A motive, then, of course, was all that was neces- 
sary to complete the evidence, and upon inquiry 
it was easily put together. The patient, feeling 
that she was not regarded favorably by the super- 
intendent of nurses at the institution, and that it 
was but a matter of a very short time when she 
would be dispensed with, conceived the idea that 
disability acquired in the service guaranteed her 
retention in the employ of the institution and safe- 
guarded her against discharge. With this concep- 
tion of security, she had the fortitude to withstand 
what must have been most intense pain and suffer- 
ing. Later information brought to us word that 
she had been operated upon, some say six, others 
say nine times. Knowing that she had fooled others 
as well as myself was some little comfort to me. 


In contradistinction to those inclined to malin- 
ger, persons frequently are seen who might be er- 
roneously regarded as malingerers. During the 
period of the war, and especially during the first 
months of lively enlistment prior to the operation 
of the draft, it was refreshing and inspiring to come 
in contact with men, young and old, with defective 
eyes and ears, who used every dodge and trick to 
cover up their physical defects so as to get into 
the service. One group of men, however, of this 
type had a heavy cross to bear, and the plight of 
such sensitive and patriotic fellows was really pa- 
thetic. I refer to young men with amblyopic eyes, 
otherwise physically perfect, and with eyes normal 
in appearance and only too often normal, in every 
way known, objectively. 

One fine young man I have had directly under 
my observation for many years. He looked a per- 
fect specimen; eyes perfectly straight, normal 
muscle movements, normal media, fundi, nerve 
heads, and in every objective way with perfect 
eyes, yet in one emblyopic eye the vision was less 
than one-twentieth with full but insignificant cor- 
rection. It was, indeed, a hard road for this poor 
chap. Highly intelligent, sensitive and intensely 
patriotic, notwithstanding the fact that he spent his 
own money traveling around from one enlistment 
center to another trying to get into any branch of 
the army or navy, he was often accused of faking 
blindness in the amblyopic eye, even by competent 
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oculists of the army at such enlistment places, who, 
like myself, could discover no objective sign or 
suspicion of an abnormal eye; and several near- 
physical combats resulted. Fortunately my record 
of such amblyopia was on his record chart at ex- 
aminations made several years preceding the war, 
and I received several communications regarding 
him. This young man pestered the President and 
cabinet members for months, demanding admis- 
sion to army or navy service; made a trip to Wash- 
ington and succeeded finally, by bringing pressure 
through his college fraternity upon the Secretary of 
War, in being accepted in special service in the 
army. 

A man of fifty-two years of age, whom I had 
known years ago, when in general practice, as a 
heavy drinker, but whom I had not seen for many 
years, came in to be refracted. His speech was 
rather mufflled, the control of his face muscles 
seemed somewhat tardy, and, above all, the fixa- 
tion of his eyes was so poor and unsteady that I 
immediately regarded him as intoxicated and told 
him to come in later when he was “in better con- 
dition.” He said nothing and went away, but 
something (probably his silence as he went away) 
told me that he realized what I meant and that he 
was hurt. The next day he came in, as I had told 
him to, and one of the first things he said to me 
was, “You thought I was drunk yesterday; didn’t 
you?” Then the poor fellow told me of what a 
struggle he had had, on account of his affliction, in 
getting employment since having a stroke a few 
years ago, and that he had not touched liquor for 
several years. I looked him over closely, as I 
should have done the day before, and found slight- 
ly remaining evidence of a hemiplegia in his arm 
and leg. The lack of fixation and unsteadiness of 
his eyes was due to a continugus rotatory nystag- 
mus; and the muffled speech, from a slightly lax 
musculature in one side of his face. I was very 
meek, mild and considerate of everybody for the 
balance of that day. 

We oculists are all familiar with the small chil- 
dren, the greatest of all mimickers and imitators, 
who desire to be decorated with spectacles like the 
child next door, and how deliberately they persist 
in refusing to see even the big test type letters until 
a blank lens is put before their eyes, when they 
immediately see as much as they are supposed to, 
expecting, of course, to be given the glasses that 
their hearts desire. But this vanity is not limited 


to children. I have known many grown-ups who 
would not take off glasses even after they had been 
shown that their refraction was practically emme- 
tropic, with no muscle imbalance, and that the glass 
that best fitted them was practically a blank, or 


window glass, of no refractive strength. 


One young married man from out of town but 
a week or two ago came in with glasses that ujfon 
neutralization were found to be a blank. He had 
received them from an optician two years before 
and had worn them steadily since. I admired the 
optician’s courage in giving him a blank, as long 
as he demanded glasses, rather than the frequently 
prescribed plus 25 sphere, which at least brings 
the sale of spectacles. This chap, notwithstanding 
a careful explanation as to the ridiculousness of 
wearing a blank glass, refused to take them off, 
and went away proud of the decoration. A ring 
in his nose might also have been very acceptable 
to his childish vanity. 

Parents, too, occasionally are as childish as their 
young. One experience, a year ago, capped the 
climax of my experience with adult light intellec- 
tuals. A father came into the office with an eight- 
year-old child, complaining that the child could not 
see well, and that she complained of inability to 
see what the other children saw at school. I had 
but merely started the examination when it was 
evident that the little scalawag was faking, for with- 
out a glass in front of her eye she claimed inability 
to read more than the big letter at the top, and with 
but a plus 25 sphere she read more than normal. 
Thereupon I took the father aside and told him 
that the child was shamming, and in all probability 
wanted glasses because some small neighbor child 
had them. He resented my imputation, and stout- 
ly maintained that something must be wrong, that 
there must be at least some strain, so I told him 
that in only one way could I, with absolute cer- 
tainty, prove the absence of all degree of refractive 
error, and that was by the use of atropine and 
retinoscopic refraction, but that I thought it un- 
warranted in view of the child’s very evident atti- 
tude. However, he wanted me to go through with 
it. So, after two days’ use of atropine, I retino- 
scoped the child and found her practically emme- 
tropic, with no muscle imbalance or any other 
ocular trouble. Under atropine, too, with small 
spherical correction she read everything in sight. 
I informed the father that I had proved my opinion 
of the day before, and that the child needed noth- 
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ing more than a little “suggestion” treatment, or 
probably a little of the standard persuasion so 
effective with children of substantial old-school 
parents. He paid his bill by check before he left. 
The next day I had notice from my bank that pay- 
ment on that check had been stopped. I then tele- 
phoned the fellow, telling him that my bank had 
notified me that payment of his check had been 
stopped. He replied that he had stopped payment. 
| asked him why, and he replied that after leaving 
the office it seemed to him that he was getting noth- 
ing for his money, so he stopped the check. Well! 
He paid by persuasion, and I cooled off after 
philosophizing, “Like begets like,” and I felt more 
charitable and sympathetic toward the child. 








“We must return to the basic idea that the grant- 
ing of the degree of Doctor of Medicine means that 
a student is capable of handling the ordinary prob- 
lems of general practice. This is certainly neces- 
sary before he can be safely trusted to advance in 
any special field. In the ordinary small community 
we find the general merchandise store. One can 
obtain here the essentials of human life in ordinary 
existence. If one wants any special appliance or 
something unusual it takes time to obtain delivery 
and one must either send or go to a larger field. 
This illustrates general practice and also the re- 
quirements for every medical man. In our larger 
centers we have the department store, where there 
is a marked extension of everything represented 
in a general merchandise store with experts in 
charge of each department. Medicine likewise is 
handled in this way where specialists in various 
lines are available. In the general merchandise 
store the proprietor knows everything that he has 
on hand and how to guide his customer to get 
promptly the essential things that he needs. In 
the general department store much is left to the 
customer himself. Without guidance he may over- 
purchase in a single department when his real needs 
lie in another. It is inevitable that there shall be 
these two forms of organization. One of the ways 
to protect the person who deals largely with special- 
ists is to have the specialist understand thoroughly 
the essentials of general medical practice.” —Ex- 
tract from address by Dr. Ray Lyman Wilbur, 
President-elect of the A. M. A., at annual meeting 
of the California State Medical Society, May 16, 
1922. 


PREOPERATIVE PREPARATION OF OBSTRUCTIVE JAUNDICE PATIENTS 








25 


II. PREOPERATIVE PREPARATION OF PA- 
TIENTS WITH OBSTRUCTIVE JAUNDICE. 
END RESULTS IN THIRTY-FOUR 
CASES* 





Wattman WALTERS, B.S., M.D. 
Fellow in Surgery, 


The Mayo Foundation, Rochester, Minn. 





Few surgical conditions compare in risk with 
obstructive jaundice in which the mortality follow- 
ing operation is high, regardless of the care and 
skill of the operating surgeon. 
this high mortality is the tendency of these patients 


The reason for 


with jaundice to develop fatal postoperative intra- 
abdominal hemorrhage. 


In 1921, Dr. L. P. Bell and I presented a sug- 
gested régime in the preoperative preparation of 
patients with obstructive jaundice, based on the 
fact that calcium chlorid in small doses, injected 
intravenously, reduced the coagulation time of the 
venous blood to approximately normal limits in the 
majority of instances, and prevented the occur- 
rence of fatal postoperative bleeding. This has 
been demonstrated experimentally by Lee and 
Vincent, and clinically by Wright and by myself. 
At that time 5 c.c. of a 10 per cent solution of cal- 
cium chlorid in redistilled water was given in- 
travenously, daily for three days, to six patients 
with obstructive jaundice. The coagulation time 
of the venous blood of these patients had been 
elevated beyond normal limits, but a prompt re- 
duction was noted following this procedure. All 
of these patients were successfully operated on, and 
without postoperative hemorrhage. 


Besides calcium chlorid given intravenously, 
large quantities of carbohydrates were given by 
mouth and glucose solution by proctoclysis, in or- 
der to increase the supply of glycogen to the tis- 
sues of the jaundiced patient. This is the food of 
choice for patients in toxic states as shown by 
Opie, and in cases of liver deficiency, as has been 
Large quantities of water by 
mouth increased the body fluids and helped elim- 
inate bile pigments. Our success in preventing 
postoperative hemorrhage in these six patients led 
us to continue this method of preoperative prepara- 
tion. 


shown by Mann. 





_*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, Minn., October, 1922. 
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Thirty-four patients with obstructive jaundice 
operated on at the Mayo Clinic between July, 1921, 
and July, 1922, came under my observation during 
their preoperative preparation, at operation, and 
during convalescence. All were operated on and 
none died of hemorrhage; in only two bleeding oc- 
curred from the wounds following operation. All 
of the patients had jaundice of 2+ or more (on a 
basis of 1 to 4), and 80 per cent were judged risks 
3 or 4 by the consulting surgeon. An estimation 
of the coagulation time was made according to the 
method of Lee and White before the administration 
of calcium chlorid intravenously each day and on 
the morning of the day of operation. If the coagu- 
lation time of the venous blood had not been 
lowered to less than nine minutes, operation was 
postponed until such reduction was obtained. In 
one instance a coagulation time of twelve minutes 
was not influenced by calcium chlorid, but intrave- 
nous infusion of citrated blood lowered it to six 
minutes; the patient made a splendid recovery from 
the operation. Although the coagulation time of 
the venous blood was nine minutes or less, in some 
of the patients with jaundice it was thought best to 
administer calcium chlorid intravenously as a pre- 
caution against postoperative hemorrhage. In 
such cases it is possible that little change would 
occur in the test of blood coagulation as made in 
the test tube; nevertheless, bleeding did not occur 
following operation. 


The corollary of this observation is that the 
jaundiced patient should be under close observa- 
tion during the period of preparation, and an op- 
eration should not be attempted until the coagula- 
tion time of the venous blood is lowered to normal 
limits. 

Patients who received the preoperative prepara- 
tion outlined had stationary or subsiding jaundice. 
When jaundice is increasing in intesity, as some- 
times occurs after an unsuccessful attempt to re- 
establish the flow of bile from the liver after opera- 
tion, the blood requires a progressively increasing 
time to coagulate, regardless of what or how many 
hemostatics are administered. Unless the flow of 
bile is reestablished, the wound surfaces bleed and 
the patient soon dies from renal insufficiency, which 
is a result of the massive effect of the bile on the 
kidneys. This point has been emphasized in a re- 
cent paper by Parham and myself. 

The -postoperative course of patients with ob- 
structive jaundice operated on over a similar period 
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prior to July, 1921, is of interest. At that time a 
few doses of calcium lactate by mouth, or a single 
transfusion of citrated blood, constituted the 
preparation for operation, and the only estima. 
tion of the coagulation time of the blood was at 
the primary examination. During this period of 
uncertain preparation from 800 to 1,500 c.c. of 
blood was found at necropsy in the abdéminal 
cavity of seven of the patients who died; in three 
the gallbladder was also distended with blood. 


? 


I do not wish to contrast the hemostatic effect 
of intravenous injections of calcium chlorid with 
that of preoperative transfusions of either citrated 
or whole blood when given by a surgeon experi- 
enced in blood transfusions, and when accurate es- 
timations of the coagulation time of the blood are 
made during such preparation. Large quantities 
of blood of the desired group are not always availa- 
ble, and the method of preparation by means of 
intravenous injections of calcium chlorid and the 
ingestion of maximal amounts of carbohydrate and 
water has proved very satisfactory. 


The possible harmful effects of the three intra- 
venous administrations of 5 c.c. calcium chlorid 
solution in redistilled water are negligible. Of the 
thirty-four patients receiving the calcium chlorid 
intravenously, none showed any reaction other 
than a feeling of warmth over the body while the 
solution was being injected; this varied with the 
rate at which the solution of calcium was injected. 
The injection should be given slowly enough so 
that the slightest possible sensation of heat is ex- 
perienced. Repeated urinalysis and blood urea 
tests on nearly every patient have not shown any 
change during or after a course of injections. 


My associate, Dr. Bowler, has been working on 
the effect of intravenous injections of calcium 
chlorid on dogs in which obstructive jaundice has 
been produced by ligation and section of the com- 
mon bile duct. The kidneys were unaffected, 
either functionally or histologically, by five times 
the therapeutic dosage for each kilogram of body 
weight, over a period of seven days, injections be- 
ing given once daily. The heart did not show 
evidence of disturbance. 


SUMMARY 


Thirty-four patients with marked obstructive 
jaundice were prepared for operation by means of 
three intravenous injections of calcium chlorid. 
Large quantities of carbohydrates and water were 
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also assimilated. None of these patients died of 
postoperative hemorrhage. Careful 
were made of the patients’ blood coagulation time 
and operation postponed until the coagulation 
time had been reduced to normal. 


estimations 


During a preceding period when patients with 
obstructive jaundice were not accurately prepared 
and no particular attention was paid to their venous 
blood coagulation time, except at the primary ex- 
amination, seven patients died from intra-abdomi- 
nal hemorrhage. 


It has not been possible to determine, either 
clinically or experimentally, that any deleterious 
effect is produced by three intravenous injections of 
5 c.c. of a 10 per cent solution of calcium chlorid 
in redistilled water slowly administered. 
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DISCUSSION 


Dr. F. J. PLonpke, St. Paul: 


salts for years in these cases and in others. 


We have all given calcium 
Dr. Walters’ 
results, backed up by his case reports, are almost con- 
clusive. It seems to me, the treatment he has outlined is 
very effective in these cases. The simplicity of the method 


appeals to me, namely, giving 5 c.c. of a 10 per cent solu- 








PREOPERATIVE PREPARATION OF OBSTRUCTIVE JAUNDICE PATIENTS 27 


tion of calcium chlorid. Almost any one can give it, and 
the solution can be made very easily by almost any one. 


He made the statement that he did not wish to contrast 
this method with transfusion. I agree with him that 
wherever it is possible to give transfusion, after proper 
preparatory treatment of these cases, it should be done as 
I think it is more effective. In a comparatively small num- 
ber of cases it is impossible to do this, because we have 
come across cases where the facilities do not make it 
feasible. 


I recall one case in which on the eleventh day after 
operation there was hemorrhage from a stitch hole, and 
the patient continued to bleed for forty-eight hours until I 
thought she would bleed to death from this one stitch hole. 
We tried everything and absolutely nothing would stop 
the bleeding. 
all the time. 


It was almost like an artesian well, running 
I cite this case to show what these cases will 
do, so if we have something to prevent this bleeding or to 
increase the coagulation time, it is certainly a blessing, 
and from what Dr. Walters has said, he has brought before 
us something for general use. 


Dr. ARNOLD ScHwyzeR, St. Paul: This subject that Dr. 
Walters has brought before us is eminently practical and 
of very great importance, and I want to emphasize the 
value of this method by citing one case. 


Last Wednesday (three days ago) a patient was brought 
into the hospital who had had severe jaundice for two 
weeks. His coagulation test was from thirty-three to thirty- 
five minutes. I have not had great experience in testing 
patients for the coagulation time of the blood. The longest 
case we have had was twenty-six minutes in a hemophiliac. 
In the case I have just mentioned, it was thirty-three to 
thirty-five minutes. We started with calcium injections, 
5 c.c. of a 10 per cent solution, and 48 hours later (last 
night) the coagulation time was reduced to fifteen minutes. 
At the same time we gave calcium internally. I do not 
think we can go so far as to say that the internal adminis- 
tration of calcium salts is valueless. That would be going 
too far. 


About four years ago a child was brought to me, bleed- 
ing and bleeding from the frenulum linguae. With artery 
forceps I threw a ligature around the bleeding vessel. The 
child had had bleeding from somewhere in the mouth eve: 
since birth every month or two. 
bleeding, because I told the mother to give every twa 
months calcium salts by mouth, calcium lactate, calcium 
phosphate, and calcium chlorid, one gram of each, three 
times a day, for three days. The value of this treatment 
was never more deeply impressed upon me than in the one 


Since then he has had no 


case of jaundice I have cited before in which the coagula- 
tion time was brought down to fifteen minutes from thirty- 
three to thirty-five minutes. Two days later, i. e. four and 
a half days after the first injection of calcium, we operated 
upon the patient for a common duct stone behind the duo- 
denum. No tendency to excessive bleeding. The coagu- 
lation time was then eight and one-fourth minutes. 

Dr. ArtHUR T. MANN, Minneapolis: This is an im- 
portant paper and was well presented. There is one sug- 
gestion I did not hear made in the paper and it may be 
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interesting to you, namely, no matter where we are, we 
can use horse serum or some of the coagulants that are 
injected, and that is an easy thing to do. Better than that, 
if you take some whole blood from a parent, a brother or 
sister, it can be done anywhere. If the blood is injected 
into the muscles of the buttocks or somewhere else, we in- 
troduce elements which increase the activity of coagulation 
and shorten the time of coagulation, so that the effect of 
the calcium salts can be increased by the injection of 
horse serum, or we can give the antitoxin which is used 
for diphtheria, which is a horse serum, and the horse serum 
will increase the activity of the coagulation. 


Dr. WALTMAN WALTERS, Rochester (closing): I should 
like once more to emphasize the main point of the paper, 
namely, that patients with obstructive jaundice should be 
under close observation prior to their operation, and oper- 
ative procedures postponed until their blood coagulation 
time is reduced to normal limits. Unless this is done 
the operative risk is greatly increased. 


The reason why jaundiced patients bleed is because the 
bile pigment circulating in the blood removes a portion of 
the free calcium from the blood and lengthens its coagula- 
tion time. This is the opinion of King, Bigelow and 
Pearce. The quickest method of returning calcium to 
the blood is by placing it in the blood stream itself, pro- 
vided no untoward effects result. In our work we have 
been unable to note any deleterious effects from three in- 
travenous injections of 5 c.c. of a 10 per cent calcium 
chlorid solution when made up in redistilled water, and 
carefully sterilized. 


In regard to the number of jaundiced patients with a 
high coagulation time, it is my opinion that approximate- 
ly 70 per cent of patients with obstructive jaundice, even 
of a marked degree, have a coagulation time of less than 
twelve minutes. The remaining 30 per cent have blood 
coagulation values ranging from twelve minutes to thirty- 
five minutes. 


The oral administration of calcium salts will suffice in 
some instances to reduce to normal limits a prolonged blood 
coagulation time which is the result of obstructive jaundice. 
However, there are some patients whose coagulation time 
will not be affected by the oral administration of calcium 
salts, and those are the patients to whom intravenous injec- 
tions of calcium are particularly applicable. 


There is no doubt that transfusions of whole or citrated 
blood are of value in reducing the prolonged blood coagu- 
lation values in many instances. However, I have seen one 
or two patients with obstructive jaundice who, in spite of 
bled to death 
One of the patients 
who had a preoperative course of intravenous calcium 
chlorid bled severely after operation, and yet the bleeding 
ceased after two transfusions of citrated blood. The cor- 
ollary of this is that if one method of preparation does not 
tend to lower the coagulation time of the blood to normal 
limits, another method may accomplish the desired result 
immediately. In other words the important thing is to re- 
duce the blood coagulation time to normal limits prior to 
operation, and the method described has proved very satis- 
factory in this respect. 


transfusions, 
from stitch holes following operation. 


repeated preoperative blood 
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To reduce mortality and morbidity and at the 
same time give the patient the best ultimate result, 
has long been the great struggle of surgery. The 
recent advancement in surgical technique has 
been so marked that it seems that the limit of im- 
provement had been almost reached. 


Recently, much attention has been turned to the 
choice and administration of anesthesia for general 
surgery. Ether has long been the great favorite of 
all anesthetics. So far as the convenience of the 
surgeon and the immediate results with the patient 
are concerned, it is by far the anesthetic of choice. 


But let us consider some of the remote results. 
It has long been known that patients with patho- 
logical lungs or kidneys did not do well under pro- 
longed ether narcosis, but it remained for Crile to 
show that it is not only harmful to the normal sub- 
ject, but does not protect the patient from the 
harmful effects of the operation. Ether narcosis 
on the normal dog for four hours produced cell 
changes in the brain, liver and adrenals. Many of 
these animals, from no other cause than ether nar- 
cosis for from four to six hours, died on the follow- 
ing day. Crile’s experiments show that while un- 
der general anesthesia, pinching or otherwise in- 
juring the sensitive tissues of the body, cell changes 
were produced in the brain similar to those found 
in the brains of patients who had died of shock or 
exhaustion from other causes. At the same time, 
animals under general narcosis showed much less 
brain cell changes when the traumatized area was 
blocked off from the central nervous system. These 
facts, at least, suggest that prolonged ether 
narcosis is toxic and that it does not prevent trau- 
matic shock. His experiments showed further that 
ether narcosis lessens and sometimes prevents 
phagocytosis, and causes a marked diminution in 
the alkaline reserve of the blood. 


We know that phagocytosis is an important pro- 


cess of protection in the presence of infection. 


*Presented before the Minneapolis Surgical Society, 
April 17, 1922. 
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The reduction in the alkaline reserve, at least, 
tends to the condition called acidosis. This is quite 
generally conceded to be an undesirable post-opera- 
tive condition. We know that ether is an irritant 
to the lung and kidney. A mild infection then may 
be aroused to marked activity by the irritation of 
ether narcosis. As stated above, cell changes are 
produced in the brain, liver, and adrenals. We 
know these changes in the liver tend to fatty de- 
generation. The liver is the most important agent 
of detoxication in the body. To harm this impor- 
tant organ during a major operative procedure may 
jeopardize the patient’s chances of recovery to a 
high degree. 


Ether causes more post-operative vomiting than 
any other anesthetic. Stomach contents may be 
aspirated into the lungs of the semiconscious pa- 
tient. I have seen two gastric resections under ether 
terminate in gangrenous pneumonia. In both cases, 
the pathologist demonstrated what he called stom- 
ach contents in the gangrenous area of the lung. 
However, this unwelcome condition may be avoided 
by close care of the patient, turning him on the 
side and aiding him to expel vomitus during the 
semiconscious period. 

So far we have cited some of the danger signals 
of ether. The next most important general anes- 
This in the hands of one 


not well trained in its use increases the immediate 


thetic is gas oxygen. 


danger to the patient and is not satisfactory to the 
operator. In general, it may suggest the same re- 
Crile has shown that its 


remote dangers are not so great as those of ether. 


mote dangers as ether. 


He estimates that the cell changes in the brain are 
three times as great under ether as they are under 
gas oxygen. Chavasau and Rathery advise against 
gas oxygen in patients with high blood pressure. 
They advise against its use in all those subject to 
pulmonary congestion, especially the aged and tu- 
They also state that gas oxygen does 
not produce so great an effect on the pathological 


berculous. 


lung, liver, or kidney as ether. 


Surgical shock is a great source of worry to 
the average surgeon. The genesis of surgical shock 
is not definitely known, but it is quite definitely 
known that psychic strain and trauma are at least 
important contributing factors to this troublesome 
To eliminate or minimize psychic 
strain, we are frequently obliged to administer some 


condition. 


general anesthetic, but this may be avoided, if con- 


sidered advisable, by skillful handling of the pa- 
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tient, administration of preliminary narcotics and 
skillful administration of local or regional anes- 
thesia. The effect of trauma, one of the chief con- 
tributing factors to surgical shock, cannot be elimi- 
nated by general narcosis. Careful handling of the 
tissues and nerve blocking are most essential in at- 
tempting to avoid this troublesome factor. 


As stated above, ether may prevent phagocytosis. 
Peritonitis, then, the most frequent offender in 
surgical deaths following abdominal operations, 
would most likely be fostered by ether narcosis. 
Whether peritonitis contributes to surgical shock 
or surgical shock contributes to peritonitis, we are 
not always able to say, but the two go hand in 
hand, and if we could eliminate or minimize the 
frequency of occurence of these, we would almost 
proportionately reduce our mortality statistics in 
abdominal operations. 


The patient whose vital functions are at par, or 
nearly so, provided he has not been exposed to 
respiratory infections, in the hands of a skilled 
surgeon and skilled anesthetist, will usually experi- 
ence but slight ill effects from either ether or gas 
oxygen. But the patient whose vitality is already 
very low should not be subjected to prolonged gen- 
eral narcosis, neither should he be exposed to the 
severe trauma of a severe operation without first 
blocking the nerve paths from the traumatized area 
to the central nervous system. To observe a large 
number of such patients operated on simultaneous- 
ly, some under general and some under local or 
regional, would readily convince one of the prefer- 
ence of the latter for these special cases. 


Crile’s anoci-association theory has aroused new 
interest in local, and a judicious combination of 
local and general anesthesia. Farr has done much 
for the cause of local anesthesia. He has demon- 
strated that it not only requires special training 
for the administration of local anesthesia, but spe- 
cial training on the part of the surgeon to operate 
under this form of anesthesia. 


There are a certain number of patients who will 
not do well under local anesthesia. The psychic 
strain without some general anesthesia may do more 
harm than the amount of general anesthesia neces- 
sary to produce analgesia. By forcing patients 
who do not co-operate, to submit to local anesthesia, 
we may do the cause much harm. The unfavor- 
able impression created in the mind of this -atient 
may prejudice the minds of others, who sl. Wd not 
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receive general anesthesia, to the extent that they 
refuse to be operated upon without it. 


I have used the term local anesthesia. Farr and 
others who have had a wide experience in the use 
of local anesthesia, advocate local almost entirely. 
Objections have been raised to this method which 
may not be sustainable. My experience with wound 
trouble with local infiltration is limited to one 
case. 

The patient was 65 years old. Cholecystectomy was done 
under local infiltration. The convalescence was unevent- 
ful. The wound was perfectly clean and showed no sign 


of infection. The sutures were removed on the twelfth day 
and the wound opened from end to end. 


We cannot say that this condition was caused by 
the injection of anesthesia, yet it could not be ac- 
counted for in any other way. However, I do feel 
that “infiltration block” is more satisfactory in 
many cases, although more difficult to administer 


than local infiltration. 


Novocain and procain in dilute solutions are 
comparatively nontoxic in the vast majority of 
cases if properly administered, yet there are many 
mishaps following their use. 


Wiedhoff states that collapse has been exception- 
ally observed with simple nerve blocking, with 
lumbar, sacral, paravertebral, or splanchnic region- 
al anesthesia. He cites two cases of death under 
paravertebral anesthesia for goitre operations and 
others under high sacral to a total of fourteen 
fatalities. Apparently many, if not all, of these 
cases were due to faulty technique in administering 
the anesthetic—perhaps mistakes in strength and 
kind of solution as well as in technique of injec- 
tion. The toxicity of novocain is suggested by the 
death of a 15-pound dog, fifteen minutes after 6 
ounces of a 0.5 per cent solution was poured into 
the peritoneal cavity. 
tory failure. 


Death was due to respira- 


Certain patients have a distinct idiosyncrasy for 
novocain. Two patients came under our observa- 
tion who, on repeated trials, showed toxic symp- 
toms after injecting 2 or 3 c.c. of a 0.5 per cent 
solution intramuscularly. In one of these cases, 
the same solution was injected to the amount of 
300 c.c. in the following patient with no toxic 
symptoms. To eliminate the possibility of danger 
from this source, the tolerance of the patient to 
novocain should always be tested before coming to 


the operating room. 


Adrenalin is a marked adjuvant in novocain 
anesthesia, but may be used to the great disadvan. 
tage of the procedure. Many patients react very 
readily to small amounts of adrenalin. In these 
cases the rapid, forcible beating of the heart fre. 
quently arouses the anxiety of the patient to a point 
where it is difficult to keep him under control. If 
carried to excess, it may so disturb the patient that 
it is necessary to administer a general anesthetic to 
overcome the psychic condition. To alleviate this 
factor, we may prepare but one ounce of solution, 
adding 5 minims of adrenalin. If the patient reacts 
readily the proportionate amount of adrenalin 
added thereafter may be decreased. 


As stated above, the injury to skin, fascia, and 
peritoneum are important factors in the produc- 
tion of shock, provided these stimuli are not in- 
tercepted on their path to the central nervous sys- 
tem. Therefore, if we are obliged to use some 
general anesthesia after the abdomen is open we 
have accomplished something in the way of pre- 
venting shock by injecting the abdominal wall. 


With modern methods of diagnosis, we are fre- 
quently able to determine quite accurately the ex- 
tent of the operative procedure before the abdomen 
is opened. In serious cases then we would not ex- 
pect to do a great deal of exploring. If the opera- 
tive work is confined to the stomach or intestine 
alone, it may be carried out with little inconveni- 
ence to the patient by merely anesthetizing the 
abdominal wall. If much exploring or pulling is to 
be done, a small amount of gas oxygen in the 
hands of an experienced anesthetist will serve the 
purpose without adding greatly to the risk. 


Labat of Pouchet’s Clinic, Paris, has intro- 
duced some very interesting and valuable ideas in 
regional anesthesia into this country. Posterior 
splanchnic anesthesia, as developed by Kappes, 
Naegeli, Hoffman and Labat, if properly adminis- 
tered, is very satisfactory for gastric resection, 
gastro-enterostomies, splenectomies and resection of 
the upper intestine. This gives us anesthesia from 
the visceral side and when combined with anes- 
thesia of the abdominal wall the above operations 
may be done very satisfactorily with little shock 
or annoyance to the patient. This procedure re- 
quires considerable practice to carry out success- 
fully. Considerable damage may be done by the 
inexperienced or by a lack of knowledge of the 
anatomy of this area, but with experience should 
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be done with practically no added risk to the pa- 
tient and excellent results so far as the procedure 
of the operation is concerned. 


T echnique.—The patient is placed on one side 
with a pad under the loin to straighten the spine. 
The skin is prepared as for any surgical operation. 
At a point 7 cm. from the mid-line and at the 
lower edge of the twelfth rib a wheal is made with 
a fine hypodermic needle. Through this point a 
flexible, sharp needle of small caliber, from 9 to 12 
cm. long, is inserted. We first take contact on the 
lower edges of the twelveth rib, then withdraw 
slightly and re-insert at an angle of 45 degrees 
with the skin surface, aiming to touch the ventral 
aspect of the first lumbar vertebra. By carefully 
feeling our way around the artero-lateral edge of 
this vertebra we are able to penetrate the retroperi- 
toneal tissues anterior to it. In this tissue the 
splanchnic nerve lies on either side. The needle is 
first introduced without attaching the syringe. If 
a vessel is pierced the blood.will flow from the 
needle as a warning. This is of little consequence 
if the needle is immediately withdrawn and rein- 
serted until no blood comes from it. With the 


needle in place, the syringe is attached and injec- 


tion made. With a very slight to and fro motion, 
about 30 c.c. of a 1 per cent solution is injected. 
The patient is then turned on the other side and 
this procedure repeated. Finally the patient is 
turned on his back and abdominal wall is infil- 
trated. 


writers have condemned this form of 
anesthesia on account of its impracticability. To 
be sure it requires considerable practice and at 
times the most skilled will fail to get good results, 
but in the extreme cases there is no form of anes- 
thesia more satisfactory when administered suc- 
cessfully. 


Many 


The following case suggests the indication for 
this method of anesthesia: 


Patient, 69 years old, first had signs of trouble five 
weeks previous to examination and could not take food on 
account of distress. Soon vomiting began and he vomited 
all he ate. Food taken several days previously was vomited. 
Patient lost 30 pounds in five weeks and showed marked 
emaciation and dehydration. X-ray showed complete ob- 
struction at the pylorus. Hemoglobin 60 per cent, white 
count 6,000, blood pressure 120-95. Patient was put to 
bed and filled up with fluids for two days when a gastro- 
enterostomy was done by merely infiltration of the abdomi- 
nal wall. Exploration revealed carcinoma of the pyloric 
end of stomach with no discernible metastasis. Following 


this the patient was able to take food and gained weight 
and strength rapidly. Four weeks from the time of the 
first operation a resection of the pyloric end of the stom- 
ach was done under posterior splanchnic and infiltration of 
the abdominal wall. The patient complained of no pain 
during or after the operation. He had no vomiting and 
asked for food on returning from the operating room and 
at each meal time thereafter. He was up in five days, left 
the hospital in ten days, and apparently has been feeling 
well since. 

I have not cited this case to in any way prove 
the efficacy of this method, but merely to point out 
its possibilities and the type of case in which it 
is indicated. 

Paravertebral anesthesia, because of its difficul- 
ty of administration, may be classed with splanch- 
nic, but when successfully administered is one of 
the safest and most satisfactory forms of anesthesia. 
For patients with much reduced resistance there is 
no anesthesia so safe and satisfactory for kidney, 
gallbladder or chest operations. For these op- 
erations unilateral block is sufficient. 


This is not favorable for bilateral anesthesia, as 
it necessitates too many injections and gives too 
great a chance of unsatisfactory results. Block 
infiltration or splanchnic in the upper, or block in- 
filtration, sacral block, or spinal in the lower 
abdomen are usually more satisfactory for bilateral 
anesthesia. 

To administer paravertebral anesthesia for kid- 
ney or gallbladder operations, place the patient 
in the same position as for splanchnic. Mark off 
a line along the six lower dorsal vertebrae 3.5 cm. 
from the mid-line. Taking the spinous processes as 
landmarks, we mark points directly horizontal to 
each of the six on this line originally marked off. 
We then mark off the area corresponding to the 
first two lumbar vertebrae. Three cm. and in a 
horizontal direction from each of these two spin- 
ous processes, we mark the points of injection. 
These points of injection are marked off by using 
a very fine hypodermic needle and _ injecting 
enough novocain solution to produce a wheal. 
We have eight wheals corresponding to the last 
six dorsal vertebrae, and first two lumbar. We 
now use a needle 6 to 10 cm. long, and in the dorval 
area pass in perpendicular to the surface of the 
skin until we take contact with the lower .edge of 
the rib. Then slightly withdrawing the needle 
end inclining it at an angle of 45 degrees upwards 
and outward, we pass the needle about 1 cm. deep- 
er and should encounter the juncture of the spinal 
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nerve and rami communicantes of the sympathetic 
midway between the ribs and slightly deeper. So 
far the syringe is not attached to the needle. Fol- 
lowing this procedure, if a vessel is entered, blood 
will immediately ooze from the needle and it 
should be withdrawn and reinserted. With the 
needle in place, the syringe is attached and 6 to 8 
c.c. of 1 per cent solution of novocain is injected. 
A very slight to and fro movement of the needle 
point here will aid in getting the solution in con- 
tact with the nerve. This procedure is carried out 
at each of the six points in the dorsal area. 


In the lumbar area the needle is inserted in a 
horizontal direction until the transverse process is 
encountered, then slightly withdrawn and rein- 
serted to pass just above the edge of the trans- 
The in- 
jection is then made in the same way as above. 
To illustrate the indication for this form of an- 
esthesia I will cite one very typical case. 


verse process and about 0.5 cm. deeper. 


Patient, aged 32, had gumma of the liver with ascites two 
years previously. Two and one-half months ago had a 
radical hysterectomy for carcinoma of the cervix. She de- 
veloped pyonephrosis of the left kidney three weeks after 
the hysterectomy. On account of the lowered vitality of 
the patient, nephrectomy was delayed, hoping that the con- 
dition might subside and that the general condition of the 
patient would As was feared, the condition 
gradually grew worse until during the week before opera- 
tion she had repeated chills with temperature ranging be- 
tween 102 and 104. Vomiting continued throughout the 
week and very little food was taken. Here I believe we 
can safely say general anesthesia was contraindicated, and 
traumatic shock should be eliminated so far as possible. 
The kidney was removed under paravertebral anesthesia. 
The patient experienced very little pain other than the 
pricking of the needle. There was very little shock as a 
result of the operation, as evidenced by the appearance of 
the patient. The pulse was practically the same as when 
she entered the operating room. The temperature did not 
go above 100 following operation and in three days was 
down to normal. Patient took some nourishment on the 
day following the operation. There was no vomiting at 
any time after operation and she was eating heartily three 
days after operation. Up in ten days. 


improve. 


The pathological liver and kidney, together 
with the very low vitality of the patient, made this 
method of anesthesia the one of choice in this case. 


For chest cases the same procedure is used, but 
is usually carried higher up than for kidney or gall- 
bladder cases. 


Sacral anesthesia was put on a practical basis 
by Lawaen in 1910. Sacral anesthesia may be used 
with great satisfaction for operations on the rectum, 


FOR GENERAL SURGERY 


vagina, cervix or bladder. To open the abdomen 
for bladder or prostate work, it must be combined 
with abdominal infiltration. Most operators who 
have used sacral anesthesia, that is, merely inject- 
ing the solution through the sacral hiatus into the 
sacral canal, estimate that it fails to give good re. 
sults in from 10 to 15 per cent of the cases, while 
combined with the trans-sacral it practically never 
fails. Trans-sacral was first described by Davis in 
1913. Sacral anesthesia alone requires from twen- 
ty to forty minutes after injection to produce anes- 
thesia in the desired areas. About ten minutes after 
sacral injection we can do trans-sacral with prac- 
tically no pain, and we usually have thirty minutes 
to work before the patient is ready by the other 
method alone. By supplementing with trans- 
sacral, the anesthesia is made more certain and 
usually no extra time consumed. 


For sacral anesthesia an ordinary spinal needle 
is quite suitable. To locate the sacral hiatus, pass 
the finger from the tip of the coccyx upward until 
it comes to the sacro-coccygeal joint. On each 
side above, we encounter the sacral horn. Be- 
tween these we may feel a slight depression over 
the sacral hiatus. With a fine hypodermic needle, 
novocain solution is injected to produce a wheal 
in the skin over this depression. The needle may 
then be inserted deeper and the heavy fascial cov- 
ering of the sacral hiatus injected. The spinal 
needle is then inserted perpendicular:to the sur- 
face of the skin and as it passes through the skin 
the point is inclined slightly upward to pass 
through the sacral ligament, then the needle is 
carried to a horizontal position and inserted gen- 
tly, being careful not to encounter the’ bony walls 
with force. The obturator is frequently with- 
drawn to ascertain if a blood vessel has been en- 
countered. If much force is required to insert 
the needle it may not be passing along the canal 
as it should. If this be the case, withdraw and re- 
insert. The syringe filled with 1 per cent novocain 
solution is then attached to the needle and injected 
slowly and with little force, withdrawing fre- 
quently to be sure we have not entered a blood 
vessel. Thirty c.c. of solution is injected in this 
way. This needle is then withdrawn and we wait 
about ten minutes before beginning the trans-sacral 
injection. 

For ordinary rectal, vaginal or bladder work 
we inject the four lower sacral nerves. For the 
Kraske operation we go as high as the fifth lum- 
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bar vertebra. To locate these sacral foramina we 
first take a point just external and very slightly 
above the sacral horn. This is the location of the 
fifth sacral foramen. Next we take a point 1 cm. 
internal and 1 cm. below the posterior superior 
iliac spine. This should give the location of the 
second sacral foramen. On a line between these 
two points the third and fourth sacral foramina 
may be located, the second and third being 2 cm. 
apart while the remaining two spaces are each 1.5 
cm. This procedure should be 
bilaterally. After some practice on the cadaver, 
this procedure may be carried out very success- 
fully, and there is no block anesthesia that gives 
more brilliant results when administered success- 
fully. 
nine years with no untoward effects. 


carried out 


Stoffel reports 413 cases over a period of 


“Spinal anesthesia,” in the words of Labat, “is 
block anesthesia par excellence.” It is true, many 
fatalities have accompanied spinal anesthesia, but 
the recent development in the.technique of admin- 
istration has made it a comparatively safe proce- 
dure. The method introduced into this country 
by Labat has been used by him for the last three 
years with no fatalities. The great majority of 
cases injected by him were cases in which general 
anesthesia was distinctly contraindicated. Guibal 
in 3,000 cases reports one death. Meriel and 
Leferbore reported 1,000 spinal anesthesias with 
no mishaps. Morrison reported 11,000 with excel- 
lent Jeanbrau tested 
urine in twenty-five patients before and for three 
days after with various anesthetics. The alka- 
line reserve was reduced in all except those 
Ranucci of Rome was un- 
able to find anything indicating injury to the liver 


results. and_ co-workers 


with spinal anesthesia. 


or kidney in sixty-seven cases under spinal anes- 
He believes injury from this method of 
anesthesia is so very slight and transient com- 
pared with general anesthesia by inhalation that 
in all cases of liver and kidney pathology spinal 
anesthesia is preferable. Col. Cabot reported 180 
amputations of the thigh in the war area. Ninety 
of these were performed under ether anesthesia and 
ninety under spinal. The mortality rate was 50 
per cent lower in those done under spinal than 
those done under ether anesthesia. 


thesia. 


During acute shock or following excessive hem- 
orrhage, spinal anesthesia is not advisable on ac- 
eount of sudden lowering of blood pressure. 
Blood transfusion will usually render the condi- 
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tion suitable for spinal anesthesia following 
hemorrhage. Many hysterectomies, prostatecto- 
mies and bladder operations give better results un- 
der spinal than any other form of anesthesia. 
These operations may be done under combined 
“sacral block” and infiltration of the abdominal 
wall, but this is a rather extensive process and will 
no doubt result in some shock to the patient of low 
vitality. There is usually a marked lowering of 
blood pressure, due perhaps to the dilatation of 
the splanchnic vessels. This is only transitory 
and there is usually a return to normal in a few 
hours. Low injections to some extent overcome 
this objection. For the operations above men- 
tioned, injection between the fourth and fifth lum- 
bar vertebrae is very satisfactory. A hypodermic, 
consisting of 1 grain Spartein Sulphate, 4 grains 
caffein and one-sixtieth grain strychnine. sulphate 
may be given simultaneously with the spinal injec- 
tion, or at least held ready for use if needed. 

The French have long prepared novocain for 
This has been well standardized 
and prepared in ampules containing .10 and .12 
gm. The ampules may be sterilized by passing 
through a flame. By filing on one side, the top 
of the ampule is broken off and the powder is 
dissolved in spinal fluid. 


this purpose. 


Technique.—Spinal puncture is done in the or- 
dinary way, with the patient in a sitting position. 
& few drops of fluid are allowed to escape to be 
sure it is clear. The ampule is filled with the 
fluid to dissolve the novocain. A spare needle is 
used on the syringe to draw the fluid from the 
ampule. The syringe is then attached to the spinal 
needle and fluid equal to the amount already in 
the syringe is drawn out. Half of the amount in 
the syringe is then injected, and again the fluid 
drawn out. This process is kept up until the 
fluid has been withdrawn and reinserted five or 
six times, when the last contents of the syringe is 
injected. The needle, attached to the syringe, is 
then quickly withdrawn. The patient is allowed 
to lie down and the operation may be begun al- 
most immediately. 

Syncope is a rare complication if the injection 
is done with great care, but if it does take place 
artificial respiration may have to be resorted to. 
There is no adrenalin used in spinal anesthesia. 
The novocain acts here on the nerve tissue direct- 
ly and we have no blood vessels to control. By 
this to and fro movement during the injec- 








34 CHOOSING ANESTHESIA FOR GENERAL SURGERY 


tion a wave motion is set up in the spinal fluid. 
This motion is toward the periphery and carries 
the novocain in contact with the nerve tissue where 
it is absorbed. If we succeed in getting most of 
the novocain absorbed at this point, provided the 
injection has been made low, we rarely have any 
respiratory difficulty. Vomiting during the opera- 
tion is a frequent complication. This may:be re- 
markably well controlled by shutting off the pa- 
tient’s nostrils and compelling him to take deep 
respirations through the mouth. 


Cases in which spinal anesthesia was indicated: 


No. 1—Patient, age 35 years. 
tuberculosis. 


Advanced pulmonary 
Pregnant three months. 
Vitality of patient necessarily very low. 
anesthetic contraindicated. 
spinal anesthesia. 


Hysterotomy indi- 
cated. General 


Hysterotomy done under 
Novocain solution was diluted somewhat 
higher than usual on account of lowered vitality of patient. 
Patient experienced some pain during the operation. Sys- 
tolic blood pressure dropped 20 mm. during the operation, 
but was back to normal three hours later. Following op- 
eration, patient showed no evidence of shock and appar- 
ently no setback of any kind from the effects of the opera- 
tion. No. 2—Patient, aged 75, showed marked senile 
changes. Quite a marked arteriosclerosis. Kidney func- 
tion (P.S.P.) 30 per cent. Two ounces 


retention. 


Blood urea high. 
Difficulty starting urine. 
under spinal anesthesia. 


Prostatectomy done 
Anesthesia perfect. Patient ex- 
perienced no pain whatever during operation and no evi- 
dence of shock following it. 

The contraindications to general anesthesia in 
these cases are self-evident. Any other form of 
block or local anesthesia would be rather exten- 
sive. The low vitality of the patients made any 
extensive process contraindicated. 
contraindicated in case No. 2. 


Adrenalin was 


Conclusions.—The highest degree of safety and 
the best ultimate results for the patients is the aim 
of the general surgeon. With this aim in view, 
ether should be eliminated or reduced to a mini- 
mum in cases complicated by well marked pathol- 
ogy of the lung, liver, kidney or adrenals. It 
should be used cautiously in all cases of infection 
or suspected infection of the respiratory tract. In 
the aged, those with high blood pressure, marked 
acidosis, acute infection or pronounced lowered 
vitality it should be replaced by local or regional 
anesthesia. Gas-oxygen in the hands of an experi- 
enced anesthetist, is less objectionable than ether in 
the above mentioned types of cases, but should be 
used with great caution, or replaced by local or re- 
gional in the same cases. As Bartlett has well said: 
“Local or regional anesthesia is not always good 





for a public clinic. A hypercritical audience usual. 
ly demands spectacular work. To meet this de. 
mand the operator may be induced, to some degree, 
to disregard the welfare of the patient and adopt 
the method most appealing to the audience. The 
spectacular work with this form of anesthesia is 
not always evident in the operating room, but fre- 
quently becomes evident on observing the patient 
during the post-operative period.” With many of 
the extreme cases the degree of risk may be greatly 
reduced by the successful administration of one of 
the various forms of regional anesthesia. 
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For many years, the medical profession has been 
familiar with congenital diverticuli of the alimen- 
tary canal, but it is only since 1898, when Graser 
described diverticulum formation in the lower 
bowel and showed that such cases were not un- 
common, that we have become familiar with the 
acquired diverticuli. It is with the so-called ac- 
quired type that we are interested in this study. 


Previous to 1898, the late Dr. C. A. Wheaton 
and I occasionally encountered cases of dense in- 
filtration and inflammatory changes in the ascend- 
ing, transverse, and descending colon, the etiology 
of which we were at a loss to explain, although 
Virchow in 1853 had described pathologic changes 
of the descending colon and sigmoid, but failed 
to ascribe to the diverticuli etiological importance. 
In the cases encountered by Dr. Wheaton and me, 
there would occasionally be an abscess, but, in sev- 
eral instances, nothing was discovered except a 
densely infiltrated bowel. Without exception 
they were all drained, and I can recall no fatality 
following such operation, a fact of some signifi- 
cance, which will be discussed later on in con- 
sidering treatment. 


Fischer in 1901 and Beer in 1904 added much 
to our enlightenment of the etiology of diverticu- 
litis, but to W. J. Mayo must be given the credit 
for establishing this condition as a clinical entity. 
Mayo, Wilson and Giffin, in a paper on “Di- 
verticulitis of the Large Intestine,” were the 
first to record the actual demonstration of the pa- 
thology of diverticulitis from specimens removed 
from the living subject. In 1908, Telling analyzed 
the reported cases and classified its pathologic 
changes and clinical results) McGrath’s article 
on etiology and pathogenesis of the colon diverti- 
culum, coming later, is of special interest and great 
value. While most common in the transverse and 
descending colon, these diverticuli may occur in 
any portion of the large bowel. In McGrath’s 
series of thirty-two cases, twenty-seven occurred 
in the descending colon and sigmoid, two in the 
rectum, one in the transverse and hepatic flexure, 
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and one at the anal ring. The location in my 
series of ten cases was one in the cecum, two in the 
ascending colon, one in the transverse, and the 
balance in the descending colon and in the sigmoid. 
In one case the location was not determined,—a 
child of ten with a fecal fistula in the bladder and 
a large pelvic abscess. The child was a poor op- 
erative risk. The operation was performed in a 
farm house and drainage was done under partial 
anesthesia. 

The disease is essentially that of middle or past 
middle life, although many cases are reported in 
younger persons, the youngest in the literature be- 
ing three years of age. It occurs about three times 
as often in men as in women. From my own 
experience half have been men and half women, 
and the ages have ranged from ten to sixty-three 
years. 

Etiology.—When one reads the literature, one is 
constantly reminded that fat and chronic consti- 
pation are the two most important etiological fac- 
tors. In our series neither of these conditions 
has been present in the history of the cases. None 
of them was abnormally fat. On the other hand, 
most of them were below normal weight. One 
author, Roberts, goes so far as to state that every 
pot-bellied individual over sixty should be under 
strong suspicion of having multiple diverticuli of 
the colon, particularly if there is a long history 
of constipation and lower abdominal discomfort. 

As a matter of fact, when one studies the reports 
of cases in the literature, one may be easily led 
to the conclusion that the etiological factors are 


not yet determined and, in my own opinion, I am 
not convinced that this condition is always acquired 
and that it is not more often congenital than ac- 


quired. Drummond 


concludes “that they are 
probably due to a deficiency of the non-striated 
muscle tissue of the individual,” as is shown by 
their tendency to occur in “various viscera of the 
same individual”—an argument in favor of their 
congenital origin. He further states that the sac- 
culi may occur in any portion of the colon, but the 
pelvic colon is by far the most common site, and 
that the sacculi make their appearance almost in- 
variably at one point in the colon wall, namely, be- 
tween the mesenteric and lateral longitudinal 
bands. After pressing through the muscular coats 
they follow the sheaths of the vessel toward the 
mesentery. The blood vessels of a normal colon 
may be said to predispose to sacculi to the same 


extent as the spermatic cord does to an inguinal 
hernia. 


Pathology.—The so-called acquired diverticuli 
are almost always multiple. Hansman has re. 
corded one case in which there were 400 diver- 
ticuli, varying in size from that of a hemp seed 
to that of a pigeon’s egg. In only one of my 
cases was there a single diverticulum. This was 
in a girl twelve years and located about 2 inches 
above the ileocecal valve in the cecum. The 
condition was really a mucosal hernia, the opening 
into the intestine being, in most cases, extremely 
small. When the saccule pushes through the mus- 
cular coat of the intestine at a weak point it is 
covered only by peritoneum and mucous mem- 
brane. It can readily be seen that such a saccule 
easily harbors pathologic germs, as well as feco- 
liths, a condition predisposing at all times to in- 
flammation, acute gangrene, perforation with ab- 
scess, or peritonitis, and not uncommonly there is 
found associated with diverticulitis a vesico-colic 
fistula. 

Several cases of metastatic suppuration are re- 
ported in the literature. In a recent case reported 
at the Miller Hospital, a young man of twenty-two 
had been treated for three weeks for an acute ar- 
ticular rheumatism. He was sent to the hospital 
on account of a pelvic peritonitis, with a possible 
appendix in the pelvis. Operation demonstrateu 
a normal appendix, and a much thickened and 
adherent sigmoid which, after retro-peritoneal 
drainage, went on to resolution. The rheumatic 
symptoms entirely disappeared after operation. In 
this case there was a peri-sigmoiditis, undoubtedly 
due to the inflamed diverticuli and the partial ob- 
struction of the sigmoid. As a result of such an 
inflammation of the wall of the sigmoid and its 
surrounding structures, there may yet be pro- 
duced a stricture which will require resection for 
its relief. 

Adami and Nicholls call attention to frequent as- 
sociation of chronic pulmonary affections in old 
people having diverticulitis. This has not been 
borne out by my experience, nor can I find in the 
literature any reference to pulmonary affections as- 
sociated with diverticulitis other than metastatic 
abscesses. Ulceration of an infected diverticulum 
may cause hemorrhage of the bowel. In one of 
my cases operated in 1909 the patient had 
hemorrhages before the operation and at the 
present time still has occasional bleeding from the 
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bowel every two or three months. Otherwise she 
js in perfect health and able to do all her house- 
work for a large family. She is now forty-three 
years of age. This case was drained through the 
laparotomy wound. 

Another case in which resection of the bowel 
was necessary had a history of repeated hem- 
orrhage. Pathological examination in this case 
showed four diverticuli. The mucous membrane 
in one was markedly ulcerated. C. H. Mayo has 
alled attention to the fact that a diverticulitis low 
in the sigmoid or in the rectum is the cause of high 
rectal fistulas. 


Symptomology.—Multiple_ diverticuli of the 
large intestine are not infrequently discovered at 
autopsy with no history of symptoms produced by 
their presence. When one or more diverticuli be- 
come infected the symptoms are exactly those of 
an acute, sub-acute, or chronic appendicitis, and 
almost all of the so-called cases of left-sided appen- 
dicitis, an extremely rare condition, are really 
diverticulitis of the sigmoid. While the reverse 
may be true in some instances, almost all cases 
give a history of obstinate constipation associated 
with abdominal pain, more or less severe. In 
those cases situated in the sigmoid where there is a 
hyperplastic, extra mucosal inflammation, there is 
often rigidity and a palpable tumor to be felt. 
Frequently the tumor disappears, only to reappear 
again in a few days. Ina recent article by Masson 
o* the May> Clinic, he states that 79 per cent of his 
cases had attacks of pain, and that 34 per cent had 
recurrent attacks of pain, tenderness, and rigidity 
with tumor in the left side. 

Bladder irritability is a later symptom and 
should always arouse suspicion of diverticulitis of 
the sigmoid when no other cause for the irrita- 
bility can be found. In one of my cases, a man 
sixty-three years of age and slightly over weight, 
the first symptom other than obstinate constipation 
was sudden, acute pain, followed by collapse. 
Operation within a few hours demonstrated a large 
perforation of the sigmoid and beginning general 
peritonitis. 


In all cases of obscure abdominal pain, especial- 
ly in the left side, whether in patients past middle 
life, fat, or thin, unless the cause is definitely de- 
termined, diverticulitis should be suspected. 


Diagnosis.—It is generally conceded that one 
must differentiate diverticulitis principally from 
sigmoiditis, tuberculosis, syphilis, actinomycosis, 


inflammatory pelvic diseases, and left-sided or 
transposed appendicitis. While the sigmoidoscope 
is of little aid in the diagnosis of diverticulitis, it 
is of the first importance in the diagnosis of malig- 
nancy, tuberculosis and sigmoiditis, as well as 
actinomycosis. 

Roentgenology is of the greatest importance in 
differentiation. Carman of Rochester, George 
and Leonard of Boston, have demonstrated its 
great possibilities. In fact, positive findings with 
roentgen rays make differentiation easy, while nega- 
tive x-ray findings are often equally important. 
Oftentimes exploratory operation is not only jus- 
tifiable but imperative. 

It is well to call attention to the fact in this con- 
nection that diverticulitis is frequently followed 
by superimposed, malignant change. Some authors 
give as high as 14.5 per cent in which malignant 
changes were found at the time of operation. Mas- 
son calls attention to the fact that carcinoma and 
diverticulitis may be present in the same individual, 
and that the carcinoma may act as a cause for the 
diverticulitis. In acute diverticulitis leukocytosis 
is always present to a marked degree. In differ- 
entiating from cancer, it is well to remember that 
hemorrhage from the bowel is almost a constant 
symptom, while in diverticulitis it may be occa- 
sionally found. Patients suffering from cancer 
usually show more or less cachexia. Cachexia is 
rarely seen in diverticulitis. Erdman stresses the 
difficulty of diagnosis even at operation in the case 
of a woman of fifty, operated upon for fistula of 
the bladder. A large tumor of the sigmoid was 
found and a specimen sent to the laboratory for 
diagnosis. Carcinoma was reported; extensive 
resection was done and an artificial anus was es- 
tablished. On further observation the diagnosis 
was found to be incorrect, a diverticulitis being 
the cause of the tumor and fistula. 
died in twelve days from uremia. 

In one of my cases, a woman fifty-five years of 
age, in whom a resection was performed, a diver- 
ticulitis was discovered only after a careful patho- 
logic examination. 

Treatment.—From the foregoing, it must be ob- 
vious that one must be guided in the treatment of 
diverticulitis by the severity and importance of 
symptoms and the history in the individual case 
under consideration. Dudley Roberts stresses the 
importance of medical treatment and claims that 
it is extremely satisfactory. He advises laxatives, 
vegetable diet, daily doses of mineral oil and agar, 
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small injections of warm water, large doses of bis- 
muth weekly by enema or by mouth, injection of 
hot gelatine, 8 ounces of 10 per cent solution intro- 
duced into the sigmoid at a temperature of 120 
degrees, antispasmodics, luminol, and atropin 
three times a day. He claims that surgery is only 
indicated for sequele. 
in the sigmoid, recurrent in character, such a 
regime might be advocated where the patient is 
under constant surveillance. Otherwise, I should 
hesitate to take the responsibility for medical treat- 
ment in any given case, except perhaps in cases of 
very obese individuals in whom an excision of the 
colon is an extremely formidable and dangerous 
undertaking. 
acutely inflamed diverticulum, my judgment would 
lead me to operate as soon as the diagnosis was 
sufficiently certain to justify operation. Any exci- 
sion of a single, or of several diverticuli, can be as 
safely performed as that of excision of the appen- 
dix. In the hyperplastic inflammatory forms of 
multiple diverticuli and small abscesses, drainage 
is all that is necessary. 
formed the operation is more formidable and will 
require a possible resection of the sigmoid, as well 
as excision of a portion of the bladder wall. In 
cases of obstruction, if the conditions found justify 


In chronic cases located 


Recognizing the possibilities of an 


Where a vesical fistula is 


the attempt, excision and end-to-end anastomosis 
If conditions are 
such that the danger of primary resection is too 
great, a colostomy above the diseased area is ad- 
visable and a resection may be made later when 
the infection has subsided. If the disease is so 
located that a Mikulicz three-stage operation can 
be performed, it may seem advisable, as the mor- 
tality from this operation is much lower than that 
from primary resection. 

Again, I would say that the surgical treatment 
in any given case must depend upon the severity 
of the symptoms, the condition of the patient, 
and the judgment of the operating surgeon. From 
my own experience, and from a careful review of 
many cases reported, | am convinced that simple 
drainage in most cases will be followed by cure. In 
three of my cases resection seemed necessary, but 
drainage resulted in cure. 


will be the proper procedure. 
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DISCUSSION 

Dr. Gustav ScHwyzer, Minneapolis: Within the last 
year I have had two cases of diverticulitis under my obser- 
vation. The one point that Dr. Rogers emphasized, namely, 
the obesity, struck me as being very marked, especially in 
the one case, less though in the case of a man who came to 
the hospital with an acute belly and on whom the diagnosis 
of diverticulitis was made a year ago. This diagnosis was 
confirmed at Rochester, Minn., and reconfirmed by us dur- 
ing operation. Within the past year no acute disturbance 
of the bowels was ever noticed. The patient came to us 
first with a slight pain in his left lower abdomen. In that 
region we palpated a resistance of the size of the large 
gut, not movable, gradually disappearing toward the depth. 
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The x-ray picture showed a market construction of the sig- 
moid flexure. There was only very little barium that went 
through the strictured area. Digital examination by rectum, 
as well as by proctoscope, did not reveal anything. The 
patient had a bowel movement every day, using salts and 
mineral oil, and was never confined to bed. 


When the man with an acute belly came to us the pain 
was rather more in the right lower quadrant of the abdomen. 
The whole abdomen was rigid and somewhat bloated. 
When the abdomen was opened a great amount of turbid 
fluid escaped and we found an appendix which offered some 
difficulty in its removal as it lay two-thirds below the brim 
of the pelvis. We were forced to eventrate the intestines, 
free the different loops from each other, as there were nu- 
merous membranous croup-like deposits between them. We 
washed out the peritoneal cavity with saline solution, and 
next reached for the sigmoid flexure. There we found a 
tumor which appeared to be a solid mass lying over the 
brim of the pelvis, absolutely immovable. The abdomen 
was closed and the patient made a speedy recovery” The 
wound healing was complicated by a late abscess in the 
wall, 

The other case which we had under observation about 
two months ago was in a woman thirty-seven years of age. 
I was consulted on account of severe pain in the right 
hand side of the abdomen. It looked to us that we had 
to do with an intestinal proposition. Opening up the ab- 
domen in the region of the cecum we found a growth 
which felt to the hand just like a hard carcinoma of the 
bowel. It was astonishing to find, though, that the growth 
belonged to the sigmoid flexure which became adherent 
to the parietal peritoneum of the right side. We eventrated 
the tumor and made a Mikulicz operation as for carcinoma. 
The growth was removed and it proved to be a diverticulitis. 
Today patient looks very well and has only a very small 
fistula, which is rapidly closing. 

Dr. Joun T. Rocers, St. Paul (closing): I am a little 
disappointed. that there was not more general discussion 
of this paper, because the subject is certainly one of very 
great importance. 

In the obscure abdominal pains we use every effort to 
find out the cause of the patient’s illness and often over- 
look the fact that diverticulitis is a distinct disease, and 
one which should be looked for in all these cases. An 
inflamed diverticulum is a focus for infection, for rheumatic 
endocarditis, and for those things for which we usually take 
out the tonsils and drain a lot of sinuses, and overlook the 
fact of the possibility that there is an inflamed diverticulum 
in the intestinal tract somewhere which is the seat of our 
trouble. This was demonstrated in the case which I re- 
ported. This boy was treated for rheumatism for three 
weeks. 

One point I want to stress again is the necessity of doing 
as little as possible in those cases that come in with an 
acute diverticulitis. Whether the diagnosis is made at op- 
eration or before, the operative treatment should be, I think, 
very largely that of drainage and waiting. 

In one case I had four distinct inflamed diverticula with 
an abscess around each one of them, and on opening the 
abscesses a fecolith was evacuated, and drainage was all 
that was necessary, and it looked as if the whole ascending 
colon would have to be resected. 
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EDITORIAL 


Basic Medical Practice Act 


With our representative form of government it 
is incumbent on each element of the body politic 
to interest itself in the public welfare. In accord 
with this policy the Legislative Committee of the 
Minnesota State Medical Association is about to 
introduce in our state legislature the so-called 
Basic Medical Practice Act which has been care- 
fully prepared by a special committee of the Asso- 
We are publishing the final draft of the 
bill for the information of the profession and each 


ciation. 


member of the Association is urged to point out 
the need for this Act to his representatives in the 
The prime object of this bill is to re- 
quire of every individual who proposes in the fu- 
ture to care for the sick, be he doctor of medicine, 
osteopathy or chiropractic, that he pass an exami- 
nation in anatomy, physiology, chemistry and path- 
ology to be held by a special board to be appointed 
by the governor or satisfy such board as to his 
qualifications in these basic sciences. This exami- 
nation is to be in addition to the examinations 
which will continue to be held by the several exist- 
ing state boards with the provision that the existing 


legislature. 


boards may accept recommendations of the new 
board and, while not affecting those already in 
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practice, is designed to provide for public protec- 
tion in the future. The interest of the public is 
the sole object. 


It is of great importance that all members of 
both Senate and House be familiarized with this 
bill and that they appreciate the need for such a 
board to protect the public from those who in the 
future will practice the art of healing. Let us get 
behind our Legislative Committee and each do his 
part to put an end to the deplorable situation in 
our state where any Tom, Dick or Harry can take 
a few months’ training, call himself a doctor and 
maltreat the sick. 


Following is the proposed Basic Medical Prac- 
tice Act in full: 


Bill for an act defining the practice of healing, creating 
a board of examiners in the basic sciences and establish- 
ing its powers and authority. 


BE IT ENACTED BY THE LEGISLATURE OF THE 
STATE OF MINNESOTA: 


Sec. 1. Definitions. For the purposes of this act the 
practice of healing is defined as follows: 


A person practices healing who shall offer or undertake, 
by any means other than mental or spiritual, to diagnose, 
treat, operate or prescribe for any human disease, pain, 
injury, deformity or physical condition. The practice of 
healing includes the practice of medicine and surgery, 
osteopathy, chiropractic and any other cult, system, or 
type of healing other than mental or spiritual, that now is 
recognized or hereafter may be recognized in this state, 
but does not include the practice of dentistry nor the diag- 
nosing, treating, operating or prescribing for any disease, 
lesion, pain, injury, defect, deformity, or physical condi- 
tion of the human teeth, alveolar process, gums, or jaws, 
or the replacement of teeth by artificial ones, or correcting 
the malpositions thereof. The sciences essential to the 
practice of healing are defined as Anatomy, Chemistry, 
Pathology, and Physiology, hereinafter called the basic 
sciences. 


Sec 2. Board of Examiners in the Basic Sciences. 


There is hereby created and established a board to be 
known as the State Board of Examiners in the Basic Sci- 
ences, hereinafter called the board. 


Sec. 3. Appointment of Board by Governor and Quali- 
fications of Members. 


Within thirty days after the passage of this act, the 
Governor shall appoint the state board of examiners in the 
basic sciences, consisting of four residents of Minnesota 
who shall be appointed for a term of four years or until 
their successors are appointed, except that, of the first 
members, one shall be appointed for one year, one for two 
years, one for three years and one for four years. One 
member of said board shall be a competent anatomist; one 
shall be a competent chemist; one shall be a competent 
pathologist; one shall be a competent physiologist. No 
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member of said board shall be engaged in the practice of 
healing. 

Sec. 4. Organization and Procedure. 

Within thirty days after being so appointed, said board 
shall assemble and organize by electing a president, vice 
president and secretary-treasurer. Said board shall have 
a common seal. They shall adopt minimum standards of 
preliminary education. 


No rule of said board shall discriminate against any 
school or system of healing. Three members of said board 
Said board shall meet on the 
Third Tuesday of February, March, June, August, Septem- 
ber and December in each year and at such other times 
as a majority of the board may deem necessary. The sec- 
retary shall keep a record of all of its proceedings, includ- 


shall constitute a quorum. 


ing a register of all applicants for examination, giving their 
ages, educational qualifications and the results of their ex- 
aminations. Said book records shall be prima facie evi- 


dence of all matters therein recorded. 


Sec. 5. Fee, Examination, Certificate. 

Any person desiring to practice healing in this state shall 
apply to the secretary of said board and pay a fee of ten 
dollars. The examinations conducted by the board shall 
be both practical and written and shall be held in the 
laboratories of the College of Science, Literature and Arts 
of the University of Minnesota. If a candidate shall attain 
a grade of 75 per cent or more on all four subjects he 
shall receive a certificate signed by the president and secre- 
tary and bearing the seal of the board. If he fails in one 
subject he may be re-examined in that subject within one 
year without further fee. If he fails in two or more sub- 
jects he shall not be examined until after the lapse of one 
year and then only upon re-application and the payment 
of a further fee of $10.00. 


Said board may issue a certificate to any applicant who 
presents acceptable evidence of having passed examinations 
in the basic sciences aforesaid before a legal examining 
board of another state, the National Board of Medical Ex- 
aminers, or a foreign country, provided the board of ex- 
aminers in basic sciences is convinced that the educational 
and examination standards were as high as those set forth 
in the rules of said board. Applicants for such acceptance 
of previous examinations shall pay a fee of $5.00. 


Sec. 6. All fees received by said board shall be paid to 
the secretary-treasurer, who shall forthwith deposit the 
same with the state treasurer, to be kept in a separate 
fund for the use of said board; which fund shall be paid 
out only on written orders signed by the secretary-treasurer 
of said board. No expense shall be incurred by said board 
other than that which may be covered by such fees. The 
secretary-treasurer shall give a bond in such sum as the 
board may deem necessary. He shall on or before August 
first of each year file with the Governor a report of all the 
receipts, disbursements and transactions of said board for 
the preceding fiscal year. The members of the board shall 
be entitled to ten dollars per day and necessary expenses 
while attending meetings and conducting examinations of 
the board. 

Sec. 7. Certificate required before examination for prac- 
tice of healing. 
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No board at present existing or which may hereafter be 
established for the examination and licensing of practition. 
ers of healing shall admit any candidate to take its exami- 
nation nor license any candidate by reciprocity nor in any 
other way until said candidate presents an official certifi- 
cate of having successfully passed the examinations von. 
ducted by the board of examiners in the basic sciences or 
an official certificate of said board of examiners in the basic 
sciences accepting the results of a previous examination. as 
provided in Sec. 5 of this act. Any licensing board may 
accept the certificate of the examiners in basic sciences in 
lieu of the examinations in said basic sciences required by 
law to be conducted by such licensing board. 


Sec. 8. Nothing in this act shall apply in any way to 
any person licensed to practice any system of healing in 
this state prior to the passage of this act. 


Sec. 9. This act is supplementary to existing laws and 
not a repeal thereof except insofar as this act be inconsis- 
tent with any provision of existing laws. 

Sec. 10. Said Board of Examiners may revoke any cer- 
tificate of any person guilty of immoral, dishonorable or 
unprofessional conduct, but before this is done the holder 
of said certificate shall have thirty days’ notice and after a 
full and fair hearing of the charges made, by a majority 
vote of the whole Board, the certificate may be revoked, 
subject, however, to the right of the holder of said certifi- 
cate to appeal to the District Court of the proper county 
on questions of both law and fact. 

Sec. 11. Any person violating any of the provisions of 
this act, or who shall willfully make any false representa- 
tion to the board of examiners in applying for a certificate, 
shall be guilty of misdemeanor, and upon conviction shall 
be punished by a fine of not more than one hundred dollars 
and not less ten dollars. 





Health Magazines 

The human animal has ever shown an interest 
in his own body. The babe shows that interest 
when he discovers his hands; the schoolboy is full 
of interest when he sees for the first time the in- 
ternal organs of some animal; the average grown- 
up has always had an interest in his body, which 
today seems on the increase. Most individuals 
have their own ideas of what is good for their 
physical health and of what is not and many of 
their ideas obtained from a variety of sources are 
of a bizarre and unsound nature. 


The demand for medical knowledge is natural 
and desirable and must be met. Certain dangers, 
however, accompany the acquisition of a little 
knowledge. A physician knows better than to at- 
tempt to diagnose his own case and most physi- 
cians do not even attempt to treat the members 
of their own families. How much less should the 
necessarily meagerly informed lay individual at- 
tempt to solve his own physical ailments. 
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Health journals, therefore, should not attempt 
to make diagnosticians of every one nor should they 
publish material which is more or less in the theo- 
retical stage of development. Only facts which 
have gone beyond the theoretical stage and have 
been well established as incontrovertible truths 
should be handed out for lay consumption. On 
the other hand, the secrecy for so long associated 
with medical practice and typified by the writing 
of prescriptions in Latin, has largely disappeared 
and no objection can be offered to the education 
of every one in facts medical. 


Such education has the great value of creating a 
demand from patients on their medical advisers 
for the best methods of examination and treatment 
and thus preventing to a large degree charlatanry 
on the part of self-styled doctors and healers. The 
remarkable rise of so-called cults and mental heal- 
ers only emphasizes the need for education of the 
public along such lines. 


The medical profession, which is not a cult nor 
sect, but consists of those members of society that 
have studied the records and experiences of doctors 
handed down through the ages, are the logical ones 
to present medical facts to the people, and it is 
with a great deal of satisfaction that we receive the 
announcement that the offices of the American Medi- 
cal Association have arranged to publish a lay 
health journal to be known as “Hygiea” to appear 
in April, 1923. This journal is to be first class in 
make-up, size, and quality of articles, to compare 
very favorably with the high grade magazines pub- 
lished in this country. 


The success of any magazine, financially and 
otherwise, depends to a large degree on its circula- 
tion. Not being a popular priced publication, a 
wide distribution may be difficult, but with the 
backing of the profession this should not be insur- 
mountable. We are assured that we will not have 
to apologize for “Hygiea” and every physician is 
urged to back this undertaking to the extent at 
least of having a copy on his reception room table. 


There are several privately owned lay journals 
obtainable at the news-stands, good, bad and in- 
different. One of these magazines which has been 
appearing for several years is distinctly bad in its 
influence. While emphasizing the value of calis- 
thenics and muscular development, it is distinctly 
“anti” to several well established medical proce- 
dures such as the use of drugs, vaccination, etc. 
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The spreading of such false ideas largely counter- 
acts any good that such a publication does in call- 
ing attention to the desirability of taking care of 
the human machine. 


While Hygiea will meet a definite demand on the 
part of the intelligent, reading public, there will 
still be a demand for further lay education which 
a popular priced, less pretentious publication could 
meet. It is not felt generally that the time has 
come when the Minnesota State Medical Associa- 
tion should undertake such a publication, but there 
is no reason why the Association should not back 
up the journal of the Minnesota Public Health As- 
sociation, known as the Minnesota Health Journal, 
and help develop this lay magazine which is of 
this character and is already established, being now 
in its seventh year. Just recently it has been de- 
cided to change the name of this publication to the 
Northwest Health Journal and to expand its 
field of usefulness beyond Minnesota to include 
the neighboring states, particularly the Dakotas 
and Montana. Definite plans have been made to 
greatly improve the style and appearance of this 
publication in 1923 and it is hoped to obtain a 
wide circulation at a very moderate subscription 
rate. The State-wide Publicity Committee of our 
Association, of which Dr. N. O. Pearce of Minne- 
apolis is chairman, is endorsing this publication 
and the support of the profession is earnestly de- 
sired. The idea of such a publication was ap- 
proved by the House of Delegates and the particu- 
lar method of carrying out this idea left to the 
Committee. While the Minnesota’ Public Health 
Association is an incorporated body, it has on its 
Board of Directors a group of physicians who are 
members of the Minnesota State Medical Associa- 
tion and a close relation between the two organiza- 
tions should exist. It should be noted that the ac- 
tivities of the Public Health Association depend 
entirely on the sale of Christmas seals—hence the 
desirability of backing the sale of their seals to 
the utmost. 





St. Paul Clinic Week 

The character of medical meetings has changed 
very decidedly in recent years. Mere presentation 
of papers and social contact do not provide the 
greatest good a medical meeting can afford. The 
great value of bedside clinics by men of recognized 
ability has recently been emphasized, for instance 
in the last meeting of the Tri-State Medical Society, 
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and proved a success. This is the best form of 


postgraduate training. 


The Clinic Weeks of St. Paul and Minneapolis 
have afforded just this type of meeting and have 
proven their worth. The visiting physicians can 
choose the clinics in which they are particularly in- 
terested and the symposia present subjects from dif- 
ferent points of view. Addresses by visiting out- 
siders prevent to some extent too great a provin- 
cialism. 

Whether the time has not come when a similar 
program in our State meetings should be insti- 
tuted affords a subject for serious consideration by 
officers and members of the association. 

The St. Paul Clinic Week, a tentative program 
of which appears elsewhere in this issue, promises 
to be even more attractive than in preceding years. 








The office of the Minnesota State Medical Asso- 
ciation is desirous of being of assistance to the 
profession of the state in furnishing an exchange 
for information regarding locations for physicians. 


This will be a particularly valuable service, es- 
pecially for the younger members of the profes- 
sion who are in quest of locations, if every member 
of the Association will co-operate to the extent of 
notifying this office where there is need for a physi- 
cian, or where there is a practice for sale. 


No charge is to be made for this service, and 
only a nominal charge for any insertions desired 
in Minnesota MEDICINE. 
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DR. JOHN GILBERT PHILLIPS 


Dr. J. G. Phillips, one of the leading physicians of North- 
field, Minnesota, died in the Mayo hospital at Rochester, 
Monday, November 27, following a major operation. 


Dr. Phillips had been engaged in the practice of medicine 
at Northfield for the past fifteen years. He was born in 
Drumbo, Ont., Jan. 7, 1877, the son of Richard and Sarah 
Phillips, and came to Marinette, Mich., with his parents 
when 11 years of age. He attended the Ferris Institute at 
Big Rapids, Mich., and taught for five years before taking 
up the study of medicine at Northwestern University. 

Graduating from the University in 1905, he spent a year 
as interne at the Lenout Hospital, Virginia, Minn., and 
then came to Northfield to begin the practice of medicine 
in partnership with his uncle, Dr. J. R. Phillips. For sev- 
eral terms, he was the city physician of Northfield and was 


also local physician for the Chicago, Milwaukee & St. Paul 
and the Minneapolis, Northfield & Southern railroads. 

Dr. Phillips was married to Miss Nellie Phillips, the 
daughter of Mr. and Mrs. R. C. Phillips of Northfield, in 
1910, and to this union two children, Margaret and Kathleen, 
were born. Dr. Phillips is survived by his wife and their 
two daughters. He is also survived by four brothers and 
two sisters. 


DR. CHARLES McHENRY COOPER ; 

Dr. Charles McHenry Cooper of Chatfield died at his © 
home November 23 at the age of 56 years following an 
illness of two years. 

Dr. Cooper was born in Indiana on Dec. 21, 1865, and 
came to this state when still a boy. He graduated from 
the Chatfield High School and was later married to Miss 
Kittie Cole. 

He is survived by his widow, three daughters, Frances of 7 
Chatfield, Elizabeth, now teaching in New York, and Mrs. : 
D. H. Haven of Chatfield, and by one son, Charles. 

Dr. Cooper was prominent in civic affairs in his home 


community, acting as mayor of Chatfield from 1907 to 1911 7 


and as a member of the school board from 1900 until 1920, . 
when he resigned because of ill health. 


DR. D. W. WOODWORTH 4 
Dr. Dempster W. Woodworth of Ellsworth, Wisconsin, © 
died at St. Luke’s hospital in Ellsworth, November 29, after 
an illness of several months. 
practicing physician at Ellsworth, Wis., for fifty-four years, 
and at one time represented his district in the Wisconsin 
senate. 
Surviving him are his wife, one daughter, Mrs. J. S. | 


Cooney, 709 Laurel avenue, and three sons, E. D. Wood- a 


worth, city editor of the Colorado Springs (Colo.) Gazette; e 
Dr. D. L. Woodworth of Chicago, and F. G. Woodworth, 
principal of the U. S. Grant school at Sheboygan, Wis. | 

An elder brother, Dr. M. C. Woodworth, was a prominent 
surgeon in St. Paul following the Civil war, and another 
brother, L. D. Woodworth, of Youngstown, Ohio, preceded 
William McKinley in Congress. 


DR. D. W. COWAN 


Dr. D. W. Cowan of Sandstone, one of the pioneer physi- 


cians of Minnesota, died at the Braham hospital October 7 


12, 1922, following an illness of several months. 
Duke Wellington Cowan was born in Charlottesville, On- 


tario, Canada, November 4, 1861. There he grew to man- 


hood, receiving his education at Winnipeg, where he grad- 


uated from the medical college in 1888. Following his 
graduation, Dr. Cowan came to Minnesota and practiced 
at Mora for a short time. He then went to Hinckley, where 
he went into partnership with Dr. E. L. Stephan. While 
at Hinckley, Dr. Cowan served as physician to the people 
of Sandstone. and following the Hinckley fire in 1894 he 
went to Sandstone, where he practiced until the time of his 
death. 

Dr. Cowan was prominent in political affairs of the state 
and served as senator from his district from 1902 to 1906. 
He was also a charter member of the Sandstone Masonic 
lodge. 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


ST. PAUL CLINIC WEEK 
Headquarters—St. Paul Hotel 


Chairman—E. M. Jones, M. D., Lowry Bldg., St. Paul. 

Secretary—A. G. Schulze, M. D., Lowry Bldg., St. Paul. 

The third annual Clinic Week of the Ramsey County 
Medical Society, St. Paul, will be held this year Tuesday 
to Friday inclusive, January 9 to 12, 1923. 

Each morning will be devoted to clinics and x-ray and 
pathologic demonstrations at the various hospitals, con- 
ducted by local physicians and surgeons. 

A symposium has been arranged for each afternoon to be 
conducted by local specialists and to be followed by an 
address by a prominent visiting physician. 

The tentative program to be conducted at the St. Paul 
Hotel is as follows: 

January 9—2 P. M. 
Symposium on “Mastoiditis,” by Drs. C. L. Larsen, J. L. 

Shellman, C. W. Fogarty, W. H. Hengstler, J. C. Brown. 
Address—“Repairs of the Defects of the Face, Congenital 

and Acquired” (illustrated), by Dr. V. P. Blair, St. Louis. 


8 P. M—Meeting of the Northwestern Association of the 
Officers of the World War. 

January 10—2 P. M. 

Symposium on “Complications Arising During Pregnancy,” 
by Drs. J. F. Hammond, L. W. Barry. J. L. Rothrock, 
C. N. McCloud, A. MacLaren. 

Address—“Uleer of the Stomach and Duodenum,” by Dr. 
E. S. Judd. Rochester. 

6:30 P. M.—Banquet for physicians and their ladies to be 
followed by an address by Dr. Dean Lewis, Chicago. 

January 11—2 P. M. 

Symposium on “Fractures,” by Drs. C. C. Chatterton, Robert 
Earl, A. R. Colvin. L. E. Daugherty. Wallace Cole. 

Address—“The Surgical Removal of Corneal Opacities,” 
by Dr. Meyer Wiener, St. Louis. 

Banquet of the Minnesota Academy of Ophthalmology and 
Otolaryngology to be followed by an address by Dr. 
Meyer Wiener of St. Louis. 

January 12—2 P. M. 

Symposium on “Pneumonia,” by Drs. J. S. Gilfillan, C. L. 
Greene, G. K. Hagaman, H. T. Nippert, A. Schwyzer. 
Address—“Symptoms and Signs of Aneurysm of the Aorta,” 

by Dr. Campbell P. Howard, Iowa City. 


SOUTHERN MINNESOTA MEDICAL ASSOCIATION 


The annual meeting of the Southern Minnesota Medical 
Association was held in Mankato on December 4th and 
5th, with headquarters at the Loyola Club. Dr. W. F. 
Braasch, President, presided. The meeting was so ar- 
ranged that the program was completed in twenty-four 
hours, which expedited matters and occasioned the mem- 


bers a minimum loss of time. Although the attendance 
was somewhat smaller than usual, there were over two hun- 
dred persons seated at the banquet. During the banquet 
a radio message was received from Dean Lyon of the Uni- 
versity of Minnesota, who requested the support of the mem- 
bers in passing the bill authorizing establishment of a 
psychopathic hospital at the University. At the business 
meeting the foliowing resolution was passed: 

“In recognition of the valuable services rendered this 
Association by Dr. Aaron F. Schmitt, the former Secretary- 
General, it is moved that we thank him and show our ap- 
preciation by electing him to honorary membership.” 

It was voted that future meetings of the Association be 
held annually and in various cities of Southern Minnesota; 
also that the meetings be held in April so as not to inter- 
fere with the meetings of the State Medical Association. 

Much of the success of the recent meeting should be 
credited to the activities of the Committees on Arrange- 
ments and Entertainment, of which Dr. Kemp and Dr. Pratt 
of Mankato were Chairmen. 


The following officers were elected for the ensuing year: 
President—Dr. F. P. Strathern, St. Peter. 
Vice-President—Dr. C. J. Holman, Mankato. 

Dr. H. T. McGuigan, Red Wing. 


Secretary-Treasurer 


HENNEPIN COUNTY MEDICAL SOCIETY 


The annual meeting of the Hennepin County Medical 
Society will be held in the Library Rooms on the eleventh 
floor of the Donaldson Building, Monday evening, January” 
8th, at 7:45 P. M. 


The program will consist of the president’s address (Dr. 
A. E. Benjamin) reports of committees, and election of 
officers, committees and delegates. 

Regular monthly meetings of the Hennepin County Medi- 
cal Society are held on the first Monday in each month, ex- 
cluding July and August, in its Library Rooms, Donaldson 
Building, at 7:30 P. M., unless otherwise stated. 
lunch meetings are held every Wednesday at 12:30 in the 
Library Rooms. 


Noonday 


All visiting physicians are invited to participate in these 
meetings. Visiting physicians will obtain all desired in- 
formation concerning meetings or daily clinics in Minne- 
apolis by calling the Information Bureau of the Hennepin 
County Medical Society, Geneva 6846, between the hours 
of 9 A. M. and 5 P. M. 


NORTHERN MINNESOTA MEDICAL ASSOCIATION 


Plans for the meeting of the Northern Minnesota Medi- 
cal Association to be held next June at Alexandria were 
made last month at a session of the board with Dr. C. B. 
Lewis of Alexandria. 


Dr. A. D. Haskell, Alexandria; Dr. C. B. Lewis, Alex- 
andria, and Dr. W. L. Burnap, Fergus Falls, will consti- 
tute the program committee. According to present plans 
the first morning of the convention will be devoted to a 
golf tournament followed by a children’s clinic in the after- 
noon. The feature of the evening’s program will be a lec- 
ture by Sinclair Lewis, the author. 








CLAY-BECKER COUNTY MEDICAL SOCIETY 


The annual meeting of the Clay-Becker Medical Society 
was held on November 16 in the evening at 8 o'clock at the 
Comstock Hotel, Moorhead, Minn. 

The following officers were elected: 


Dr. G. L. Gosslee, President, Moorhead, Minn. 

Dr. G. G. Haight, Vice President, Audubon, Minn. 

Dr. J. H. Heimark, Secretary-Treasurer, Moorhead, Minn. 
Dr. B. T. Bottolfson, Censor, Moorhead, Minn. 

Dr. F. A. Thysell, Delegate, Moorhead, Minn. 

Dr. O. O. Larson, Alternate, Detroit, Minn. 


CENTRAL NEUROPSYCHIATRIC ASSOCIATION 


At a meeting of the American Medical Association in 
St. Louis, in May, there was organized the Central Neuropsy- 
schiatric Association. Dr. Peter Bassoe of Chicago was 
elected president; Dr. Arthur S. Hamilton of Minneapolis, 
vice president; Dr. Carl F. Menninger of Topeka, Kansas, 
and Dr. Ernest Sachs of St. 


secretary-treasurer ; Louis, 


councillor. 

There is no doubt but the formation of the new associa- 
tion is one of the most important events in the history of 
Western Neurology. It is bound to be a great stimulus to 
our men, whose work is already believed to compare favor- 
ably with that done in any other section of the country. 

The first meeting occurred at Rochester, October 21st. 
The session began at 8 A. M., the morning being devoted 
to neurological surgery, the afternoon to papers and clinics. 
After a very enjoyable luncheon tendered to the associa- 
tion by the Neurological Department of the Mayo Clinic, a 
business meeting was held. Adjournment was then made 
to the Mayo Clinic Assembly room, where the following in- 
teresting program was given: 

1. Experiments on the Etiology of Epidemic Hiccup.— 
Dr. Edward C. Rosenow. 

2. Encephalitic Epidemica.—Dr. Charles R. Ball. 

3. A Case of Left Frontal Brain Abscess Simulating 
Tuberculous Meningitis—Dr. Ernest M. Hammes. 

4. Observations on the Reaction of Neurosyphilis to 
Treatment.—Dr. John H. Stokes. 


5. Facial Paralysis Associated with Periodic Facial 
Edema.—Dr. Walter D. Sheldon. 
6.:A Case of Infantile Progressive Spinal Muscular 


Atrophy (Werdnig-Hoffman type) with Necropsy Find- 
ings.—Dr. Joseph C. Michael. 

Tumors Involving the Fourth Ventricle of the Brain. — 
Dr. Harry L. Parker. 


Dr. Bassoe’s address at the association dinner was a very 


s 


happy account of the early days of neuropsychiatry in the 
West—full of interesting incidents and illuminated with 
humor. 

Among other prominent neurologists present were Dr. 
Hugh T. Patrick of Chicago, Dr. Albert Barrett of Ann 
Arbor, and Dr. A. T. Mathers, head of the Psychopathic 
Hospital at Winnipeg. Dr. Patrick made one of his char- 
acteristically pithy and entertaining speeches at the dinner, 
in the course of which he accused the Mayos of having put 
Rochester on the medical map in such letters that visiting 
celebrities ‘from abroad passed without stopping through 
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New York and Philadelphia, barely halting in Chicago, on 
their way to Minnesota. He paid a deserved tribute t 
Dr. Adson of Rochester, saying that neither in this country 
nor in Europe had he seen his skill in neurologic surgery 
surpassed. 

The Neurological Department of the Mayo Clinic lef 
nothing undone to make the occasion profitable and enjoy. 
able to the visiting neurologists. The latter were much 
impressed not only with the social amenities of the occasion, 
but also with the scientific spirit and neurological alertness 
of their hosts. 

The following were elected officers for the current year: 
President, Dr. A. S. Hamilton, Minneapolis; vice president, 
Dr. L. G. Lowry, Iowa City, Iowa; secretary-treasurer, Dr, 
Karl A. Menninger, Topeka, Kansas. 


RAMSEY COUNTY MEDICAL SOCIETY 


Dr. E. G. Sterner was elected president of the Ramsey 
County Medical Society at the annual meeting Monday 
night at the Society’s headquarters in the Lowry Building. 
Other officers elected are Dr. C. S. Larsen, vice president; 
Dr. E. M. Hammes, re-elected secretary and treasurer, and 
Dr. C. D. Freeman, trustee of the building fund. 

The Society voted to instruct Ramsey County delegates 
to the annual convention of the state association, to be held 
next October in St. Paul, to vote against the established 
custom of selecting state presidents successively from St. 
Paul, Minneapolis, and an outside community. By depar- 
ture from this procedure many physicians from outside the 
Twin Cities would be given opportunity to head the state 


body. 





AMERICAN X-RAY SOCIETY 

The Central Section of the American X-Ray Society will 
hold its mid-winter meeting in Louisville on Saturday, Feb- 
ruary 24, 1923, for one day, including an evening session. 
All members of the Minnesota State Medical Association 
are invited and those interested in x-ray work are urged 
to attend. 

Officers—E. C. Ernest, St. Louis, Mo., president; John 
T. Murphy, Toledo, Ohio, first vice-president; B. R. Kirklin, 
Muncie, Ind., second vice-president; D. Y. Keith, Louisville, 


Ky.. 


secretary. 





COMMUNICATIONS 


New Haven, Conn., Nov. 24, 1922. 
To the Editor: 

The undersigned is desirous of obtaining information 
regarding the prevalence of Infectious Jaundice in your 
State. 

The disease is non-reportable and information regarding 
its prevalence cannot therefore be obtained from Boards of 
Health. I shall be grateful for any reports of outbreaks 
which your readers may care to send me. 

Georce Biumer, M.D. 

195 Church St., 

New Haven, Conn. 

Epitor’s Note: Communications to the above 

should be addressed directly to Dr. George Blumer. 
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December 6, 1922. 


To the Editor: 


I am endeavoring to make a complete study of the dis- 
tribution of human actinomycosis in this country. The 
number of cases reported in the literature is surprisingly 
small, and I know that the disease is not so rare as is 
sometimes thought. I shall greatly appreciate hearing 
directly from anyone who has had experience with this 
disease, and desire to know concerning case histories the 
following: age, sex, occupation, residence, state in which 
the disease was contracted, location of lesion, duration of 
symptoms, and any special points of interest connected 
with the treatment, outcome of the disease, or necropsy 
findings. 

A. H. Sanrorp, M.D., Mayo Clinic, 


Rochester, Minnesota. 


OF GENERAL INTEREST 


Dr. A. A. Meyer of Melrose recently returned from Chi- 
cago, where he attended clinical meetings. 


Dr. C. M. Pierson of Wheaton was elected coroner of 
Traverse County at the election held in November. 


Dr. E. J. Nelson, formerly of Minneapolis, has become 
associated in the practice of medicine with Dr. C. P. Nelson 
at Owatonna. 


Dr. E. R. Sather has disposed of his medical practice at 
Spring Valley and is now located at Alexandria, where he 
took over the practice of Dr. E. R. Swanson, December 20. 


Dr. J. Reger has moved to St. Hilaire, Minnesota, where 
he will practice medicine. Dr. Reger succeeds Dr. F. N. 
Bjerken, who is now taking postgraduate work in the east. 


Dr. and Mrs. Karl E. Kretzchmar of Munich, Germany, 
have taken up their residence in Red Wing where Dr. 
Kretzchmar is to be associated with Drs. Claydon, Cremer 
and McGuigan in their medical practice. 


Dr. W. E. Browning of Caledonia returned from a hunt- 
ing trip in northern Minnesota the first of December. Dr. 
Browning’s prowess as a hunter was shown in the faci that 
he bagged a deer the first morning in the woods. 


M. Emile Coué of Nancy, France, is to arrive in New 
York in January for a two weeks’ visit in this country. 
The citizens of New York, Washington and Cleveland are 
to learn first hand how to institute self induced auto-sug- 
gestion for the cure of all ills the flesh is heir to. 


Dr. J. C. Michael of Minneapolis read a paper on “His- 
topathologic Findings in a Case of Wernig-Hoffman Pa- 
ralysis,” at the meeting of the Minnesota Pathological So- 
ciety held in Minneapolis, December 19. Dr. J. C. McKin- 
ley and Dr. W. A. O’Brien also appeared on the program. 


A meeting of the Minnesota-North Dakota State Confer- 
ence of the Catholic Hospital Association of the United 
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States and Canada was held in Rochester on December fifth 
and sixth. Dr. H. B. Sweetser of Minneapolis, Dr. E. L. 
Tuohy, Duluth, and Dr. Charles H. Mayo of Rochester were 
among the speakers on the program. 


Bequests to three Duluth institutions were included in 
the will of the late Dr. Nicholas L. Linneman. The will 
provided that $10,000 be expended in the construction of 
an infirmary for children cared for at St. James orphanage; 
$8,000 in equipment in the new addition to St. Mary’s Hos- 
pital; and for the expenditure for such amount as may be 
necessary in establishing an infirmary at St. Ann’s home 
for the aged. 


The National Board of Medical Examiners announces the 
following dates for its next examinations: Part I, February 
12, 13 and 14, 1923; Part II, February 15 and 16, 1923. 
The fees for these examinations have been continued at 
the reduced rate for another year. Applications for these 
examinations must be forwarded not later than January 1, 
1923. Application blanks and circulars of information may 
be obtained from the Secretary of the National Board, 
Dr. J. S. Rodman, Medical Arts Building, Philadelphia, Pa. 


At its last meeting the Public Health Council of the 
State Department of Health adopted a resolution requiring 
that after January 1, 1924, public health nurses appointed 
by county and municipal authorities shall possess the fol- 
lowing qualifications: 


(1) They shall be not less than 21 years of age at the 
time of appointment. 


(2) They shall be registered nurses. 


(3) They shall have completed a course in public health 
nursing approved by the Public Health Council. 


Scattering reports from various Community Chest cam- 
paigns held this fall show pretty uniformly successful re- 
sults, except in the northwestern states. 


Cleveland, with the enormous quota of $4,500,000, in- 
cluded in which was a half million dollar reserve or con- 
tingent fund, went slightly over the top—a really remark- 
able record for a city of 800,000 souls. Denver, which has 
had a partial federation for many years, held its first true 
Chest campaign this fall and went $25,000 over its quota 
of $609,000. Akron, Ohio, with a quota of $350,000, went 
$359,000 and expects that the total will run up to $370,000. 


Detroit with a quota of about two and a quarter million 
was only $70,000 short. 


Perhaps the most outstanding victory was the Phila- 
delphia campaign for $2,500,000. In its first experience, 
a year ago, it fell about 50 per cent short, owing to strenu- 
ous opposition from several denominational groups. This 
year, with Edward Bok, well known editor and author, as 
campaign chairman, the campaign just made $2,500,000. 


In the Northwest, results have not been quite so favor- 
able. Milwaukee closed $85,000 short on a quota of $538,- 
000. Minneapolis did not quite make $1,000,000, on a 
quota of $1,310,000, and Duluth fell a little short of its 
quota of $250,000. In St. Paul a goal of $675,000 was set 
and $561,000 pledged. 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


MEETING OF OcToBER 1], 1922 


Dr. A. E. BENJAMIN reported a case of acute appendicitis 
in a man of 80 years. 


Mr. A. A., age 80, old soldier. Family history good. 
Personal history good until first of month. 

Present Illness: October Ist had acute abdominal pain 
but up and around, some nausea and vomiting on third. 
Called a physician that day. October 4th small mass found 
in right pelvis. Temperature 100; pulse 100-115, inter- 
mittent and irregular. 

Physical Examination: 
general condition good. 


Apparently well-nourished and 
Patient suffering very little pain 
Considerable resistance to pres- 
Mass found in this area. Heart 


excepting on examination. 
sure in right iliac region. 
very irregular and rapid. 
Laboratory: October 4th, leucocyte 15,000. 
of the 5th, 16,600. 
P. S. P. 33 per cent. 


October 
Oblique incision. 


Morning 
Urine showed albumin and few casts. 
Operation: 5th, local anesthesia and gas. 
Appendix not readily reached. On ac- 
count of age and condition of heart did not warrant lengthy 
operation, therefore appendix was not removed. About two 
and one-half ounces of creamy pus were evacuated. Two 
three-quarter inch drains inserted in region of abscessed 
cavity. 

Treatment: Glucose and soda and bromides by bowel. 
Hypodermics of morphin and atropin first and second day 
for pain. 

Convalescence: Patient very restless, but kept fairly 
quiet with bromides. Second day heart irregular and weak. 
Third day patient somewhat better. Considerable discharge 
from abdomen, less distention. No vomiting. Taking con- 
siderable water. Proctoclysis not readily retained. Bro- 
mides internally and digitalis evening of third day. On 
fourth day patient suddenly experienced difficulty in breath- 
ing. Temperature, 103-104. Died in a few hours after 
onset of pulmonary trouble. 

Remarks: Patient evidently improving after operation, 
but died suddenly from some unknown pulmonary compli- 
cations. No post-mortem obtained. Patient not operated 
upon immediately because of bad condition of heart and 
kidneys. 

Dr. MANN: Wasn’t this pulmonary embolism? 

Dr. BENJAMIN: 
a post-mortem. 


it may have been, but we could not get 


Dr. H. P. Rircuie reported cases of unusual combinations 
of congenital cleft lip and palate. 


The first cases are twins. 
quent occurrence. 


This is by no means an infre- 
The familial incidence is quite interest- 
ing. I have had under observation three pairs of brothers 
and two pairs of sisters; one father with a post-alveolar 
cleft and his tenth child with a similar cleft; also one aunt 
and niece. 


These are Louise and Lillian, born in Duluth February 
26, 1921. Brought to the University Hospital when about 
one month old and found that they both occur in the same 
group, viz., Group III, Alveolar Cleft, according to the 
classification which Dr. John Staige Davis and I have 
worked out. These are unilateral cases. Louise had a cleft 
in the alveolar process of over three-eighths of an inch, 
and Lillian had a cleft of over one-fourth of an inch, 
Louise has a complete cleft lip and Lillian an incomplete 
cleft lip. I operated on Louise March 28, 1921, putting in 
the Brophy plates, which were left on for about a month, 
when they had to be removed on account of malnutrition 
of the child. The lip was done about a month later. Lil. 
lian was operated upon at the same time by doing only the 
lip, and the process cleft was closed in three days following 
this procedure. Lip pressure closes the alveolar process 
cleft if we can get them early enough and the cleft is not 
too wide. 


Our plan of record is based on the condition of the 
alveolar process. If this is normally closed we have two 
groups, namely, Group I, Pre-alveolar Cleft, indicating a 
dissociated cleft lip; Group II, Post-alveolar Cleft, indicat- 
ing a dissociated cleft palate; and Group III includes all 
cases in which the process is cleft and these are then re- 


corded as Group III, Alveolar Process Cleft. In this group 











Figure 1. 
complete. 


Lillian. Group III Alveolar cleft right 
Lip complete before operation. 


the cleft lip and cleft palate are usually associated but not 
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always, as there may be present a normal palate with cleft 7 


process and lip. The acceptance of this plan also requires 
the disuse of the term “harelip.” This plan then gives us 
the opportunity of describing separately the lip, process, 
and palate instead of trying to record the case by describ- 
ing the anatomical form or degree, which is impossible to 
do with any degree of uniformity. 
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Figure 2. Lillian. After lip and process closure. 
Case 2. Median cleft lip and palate. This cleft is of rare 

occurrence. Several of the cases reported appear to me as 

really bilateral clefts in which the pre-maxilla is rudimen- 


tary or congenitally absent. 


This case is recorded as a Group III, Alveolar Cleft 
Median, with an incomplete lip and bilateral palate. In 
Dr. Brophy’s classification of the fifteen forms of palate 
cleft, the condition in this case is not represented, i. e., 
a complete palate cleft associated with a complete cleft of 
the alveolar process. 


This is of great interest from the standpoint of embry- 
ology. 

Dr. Scututz: You spoke of removing the plates because 
of the malnutrition of the child. Is there any objection to 
tubal feeding? 

Dr. Ritcnie: It is interesting to see how well some of 
these babies do on tube feedings. One child has been tubed 
now for about six months. I feel that these palates should 
not be operated upon (and then only in selected cases) 
earlier than six months. This cleft palate work is really 
a big procedure and there is a reaction to it that we cannot 
afford to risk if we can develop a way of feeding and this 
gavage is proving most successful. 


I never want to make an alibi on this work and am per- 


fectly willing to report every case. Less than 50 per cent 
of the primary operations on the hard palate are successful 
entirely and the other 50 per cent have come back for a 
secondary operation. These twins were tubed for ten days 
after the palate operation, and on the fourteenth day a 
hole appeared in the hard palate. I think the tubing or 
gavage are life savers on a lot of these cases, but they are 
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only used as preparatory before operation to get the child 
built up, and as soon as we get the palate closed I think 
that spoon feeding is the proper procedure. 


Dr. BENJAMIN: 
surgical work. 


This is the most disappointing of all 
I had the pleasure of seeing five cases in my 
office—every one of them failures. Some woman had 
brought them in in order to show me what success she 
had had in teaching them to talk. I think Dr. Ritchie’s 
classification is perhaps as logical as any I know of and is 
the one we should adopt. 


I have used adhesive plaster in cases of cleft palate with 
a large protruding pre-maxilla and it is surprising how 
much easier the work of repairing these cases was after- 
wards and how it brought the tissues together. The plan of 
operating on the cleft palate first in some cases I think is 
wrong because in a number of cases, as Dr. Ritchie has 
demonstrated, the cleft in the palate nearly closes of its 
own accord if the lip is operated first. 


Dr. Farr: I do not believe that tubing is responsible for 
the failure of union in these cases. I recall a case which 
broke through three weeks after operation, after the patient 
had returned home. The union in this case was evidently 
not as good as it appeared. 


With regard to the re-position of the bones, Dr. Brophy’s 
contention is that no re-position is complete unless we have 
a bony union of the alveolar processes, which union he 
claims is very helpful in the future development of the 
upper jaw. When the lip closure is depended upon to 
bring the processes together, bony union cannot take place. 

I have shown a picture of four patients whose lips were 
closed in infancy in which each patient could place the 
middle finger between the anterior margins of the alveolar 
process. 











Figure 3. 
plete. 


Louise. Group III Alveolar cleft left com- 
Lip incomplete before operation. 
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Dr. H. B. Sweetser reported a case of carcinoma of the 
hepatic flexure of the colon. 


Mrs. W. S., married, 43 years, 8 children, stout, had never 
had any previous illness and no attacks at all similar to 
those now complained of. Is extremely nervous. 


Family history negative. Father lived to age of 85, and 
mother died at 65 from gangrene of the leg. Four brothers 
and three sisters are living and well. 
cancer in either branch of the family. 


There is no case of 
Present History: Patient was first seen by me on August 
9, 1922. About a month before, she began to have attacks 
of sudden pain across the lower abdomen which came from 
one to four or five hours after eating and lasting a short 
time; these pains were not very severe and she had not 
consulted a doctor. Her bowels before that time had moved 
daily but since then she has had to take a cathartic. She 
has had no diarrhea nor vomiting. Her appetite is good 
She thinks she has lost 
I saw her again on September 14th and she 
stated that she was much better as regards her bowel symp- 


but she says she is afraid to eat. 
some weight. 











Figure 4. Louise. After lip and process closure. 
toms but was very nervous. On September 16th she tele- 
phoned that she had a severe attack of pain in the abdomen 
with a desire to move her bowels but with little result. In 
a few hours this had passed away; this was repeated on 
September 20th and she was then sent to the hospital for 
observation. 


Examination at the hospital on September 21st: She 
was given a barium meal which proceeded easily to the 
hepatic flexure of the colon and there stopped. Although 
she was given castor oil first and atropin later, on the fifth 
and sixth days the bismuth still showed a shadow stopping 
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Figure 5. Group III Alveolar cleft median. Lip 
median incomplete before operation. 

at the hepatic flexure. An enema of barium was given on 
September 24th and then on September 30th; in both of 
these the barium stopped at the hepatic flexure and did not 
intermingle with the barium meal. No tumor was palpable 
at all. From these findings the diagnosis of obstruction was 
made due probably to an annular carcinoma. 


Operation was done on the fourth of October under gas 
anesthesia and an annular tumor was found causing almost 
complete obstruction about an inch in diameter and project- 
ing into the lumen of the bowel, entirely encircling it. A 
resection was done including about six inches of the ileum, 
the cecum, ascending colon and the transverse colon to the 
left of the middle line. An end-to-end anastomosis was 
made following the technic of Horsley in the endeavor to 
make an artificial valve. Following the operation there was 
no vomiting and no distention; and she passed gas freely 
on the second day. At the present time, eight days after 
operation, the patient is in very good condition, having had 
an uneventful convalescence so far. Microscopically this 
was adeno-carcinoma. 


Dr. Heap: Then the prognosis is fairly good? 
Dr. Sweetzer: I think so. 


Dr. UtricH: How long do you think it had been there? 
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Figure 6. After lip and process closure. 
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Dr. SWEETSER: Her first symptoms were in June. I could 
not find anything wrong with her and put her down as a 
neurasthenic case. She did not make much of the attacks 
of pain. Her bowels had moved every day up to that time 
and there was no vomiting at all. 

One of the striking things is the fact that 
Was there 


Dr. ULRICH: 
there was no dilatation with this obstruction. 
any hypertrophy? 

Dr. SweeTseR: Not a thing. I was rather surprised to 
find this condition at operation. To have the bismuth stay 
there for seven days and still have no more clinical symp- 
toms than she had was the surprising thing to me. 


Dr. WALLAcE Cote read his Thesis entitled, “Primary 


Tumors of the Patella.” No discussion. 


MEETING OF NOvEMBER 8, 1922 


Dr. 


syphilis. 


E. M. Hammes reported a case of cerebrospinal 


This young woman, 26 years old, was first seen by Dr. 
Carroll, February 26, 1922, complaining ‘of a sore throat. 
A blood Wassermann at this time was positive. Because of 
the danger of publicity, she decided to go to- Minneapolis 
to take treatments for this condition. She was given intra- 
yenous treatments of neo-salvarsan for seven doses at five 
day intervals. On March 20, 1922, she was operated on by 
Dr. Carroll for pyosalpingitis and after she had recovered 
from this her intravenous treatments were again resumed. 
She was given six more treatments. Her treatments were 
discontinued July 13th. July 20th she developed a severe, 
constant headache—more marked over the frontal region, 
which continued for about three weeks. On August 11th 
she became nauseated and on the next morning she became 
Dr. 


Her neurological 


aphasic and a few hours afterwards semiconscious. 
Carroll asked me to see her at this time. 
examination was negative throughout; her blood Wasser- 
mann was positive; her spinal fluid was under pressure, 
had a positive globulin, 65 lymphocytes per cu. mm., a four 
plus Wassermann in 1 c.c., and a positive colloidal gold 
curve 0123443210. She was placed on .6 gram neosalvarsan 
intravenously with spinal drainage once a week, combined 
with mercury intramuscularly and increased doses of the 
This was continued until October lst. Her aphasia 
gradually cleared up; her headaches disappeared after the 
first week. An examination of the spinal fluid on October 
3rd showed the following: normal pressure, a trace of 
globulin, 21 lymphocytes per cu. mm., a negative Wasser- 
man in 1 ¢c.c., but a positive colloidal gold curve 0123343210. 
Because of the presence of the lymphocytosis in the spinal 
fluid and the positive colloidal gold curve, we have advised 
further treatment in this case. 


iodides. 


Stokes has called attention to the great danger of relapse 
in those cases where treatment has been discontinued before 
the lymphocyte count in the spinal fluid has returned to 
normal. I am reporting this case to again call attention to 
the great importance of an examination of the spinal fluid 
in every case of syphilis. Furthermore, I want to emphasize 
that in cases with definite spinal fluid findings, the intra- 
venous treatment of salvarsan with spinal drainage or the 
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combined intravenous and intraspinous medication gives 
better clinical and serobiological results than the intra- 
venous treatment alone. 


Dr. R. E. Farr reported a case of fracture of right tibia 
and fibula. 

Master A. W., age 14. 

Operation—open reduction. Screw fixation. 

Local anesthesia. 

History: Patient entered St. Mary’s Hospital September 
26, 1922. September 15, 1922, the patient was kicked in 
the right leg by a playmate. X-ray showed fracture of both 
Patient entered another hospital and reduction was 
attempted. The reduction was incomplete. Open operation 
was advised and the patient then came under our care. 

Anesthesia: Local infiltration block at the junction of 
the upper and middle thirds of the leg. Approximately ten 
cm. above point of fracture of tibia, 120 c.c. of 1 per cent 


bones. 


procain solution was used. 


Operation: After unsuccessful attempts to reduce the 
fracture under the fluoroscope, open operation was carried 
out. A curved incision 15 cm. long was made on the outer 
aspect of the leg. The tibia was forced into alignment and 
held by bone forceps while a drill was introduced through 
puncture wounds made in the skin of the flap. Through 
these incisions long screws were inserted firmly approximat- 
ing the fragments. The incision was then closed and a 
plaster paris cast applied over copious dressings, a window 
Primary 
All dressings and the stitches were re- 
moved on the eighth day. A close-fitting plaster cast was 
then applied to the limb and after its application the screws 
were removed through a window which had been allowed to 
The patient was then allowed to return 


being left for the projection of the screw heads. 
healing resulted. 


remain in the cast. 
home and now—one month after the operation—union seems 
We have employed this method in a num- 
Eight days is the 


to be complete. 
ber of cases with most excellent results. 
earliest time at which we have removed any of the screws, 
but it would seem that the earlier they are removed the 
better. 


Dr. HersBert JONES reported two cases. 

I have two cases that have bothered me a good deal. One 
of them was a woman about 30 years old (this was seven 
or eight years ago). I was called to see her in consulta- 
tion and the prominent symptom was a respiration of four 
to the minute with absolute cyanosis. That condition had 
kept up for an hour then and gradually lessened for two 
There was a very marked inter- 
She had had two 


to three hours afterward. 
ference with the centers of respiration. 
or three previous attacks milder in character and less in 
We waited until she recovered from that and 
She fooled us right along on 
the history and we couldn’t get much from her. She was 
married at this time but no children by this marriage. She 
was very deceptive and did not give us much information. 
Nystagmus was present and the Wassermann negative. 


duration. 
endeavored to get a history. 


I did a sub-temporal decompression and two weeks later 
did a cerebral decompression. 


She showed a great deal of 
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pressure, and her condition was so precarious that we simply 
did a decompression. There was a clearing up of her 
She did 
her housework and got along fairly well until this spring, 
when she had a milder form of these attacks. One was 
in a shop and friends took her to a local doctor and he 
sent her down to me. 


symptoms and she passed out of my observation. 


At this time the decompression had worked well enough 
so that there was little pressure. The symptoms now were 
abdominal. She had a tumor with large inflammatory de- 
posits. I did a hysterectomy and she got along very nicely 
for some three weeks and then developed a phlebitis of 
the left leg. Then she developed a pain in the chest and 
had asthma and bronchitis with a good deal of coughing. 
The train of symptoms seemed to involve her whole system, 
but still we could get no history. I was just about to give 
her mercury when her step-mother came down and she gave 
us a history. It seems that her father and mother had 
separated when this girl was 14 years old (which is a very 
bad thing for the children) and both had married again. 
They had taken this girl to a small town in the northern 
part of the state. There her new step-father had a place 
and his brother had another near it and his wife was the 
school teacher and they got this girl to do the janitor work. 
The first thing they knew she was pregnant and the step- 
father’s brother was the father of the child. They brought 
her down here and put her in Bethany Home immediately, 
where a diagnosis of syphilis was made. Afterward they 
sent for her step-mother, who lived in Dakota and who 
took the girl home with her. She was put under the care 
of a physician out there, with no evidence of lues whatever. 
She went up north again and became pregnant again, but 
miscarried at five months. It was not very long before 
she was pregnant again and that child lived several months 
and died. Evidently the long time existing between the 
infection at fourteen and the test is the reason we never 


have gotten a positive Wassermann on her. 


Case 2. The other case came to me last summer with a 
large fibroid tumor. She was a small woman, thin, and a 
nice case to operate on. The tumor had been allowed to go 
just as long as she could stand it. It had pressed against 
everything in the pelvis and there was very little room for 
anything else there. I opened the abdomen and tried to 
pull the tumor up and it was absolutely the hardest thing 
I ever tackled. The uterus was not visible except a little 
part of it up near the promontory, where we could find one 
tube. The rest was lying back of the fibroid and was 
elongated to about eleven inches in length. I went down 
as far as I could on one side and pulled the thing up and 
then went down on the other. She then got to bleeding so 
much that I had to hurry a little and, when I finally got 
the tumor out and found what I had, I discovered I had 
completely ligated both ureters and torn the bladder. The 
pointed end of the tumor had stuck right into the bladder 
drawing the ureters right in between this and the cervix 
so that the ureters were right against the tumor and the 
uterus. Fortunately we discovered all the trouble in time 
so I took the ligatures off of the ureters and sewed up the 
bladder and the woman made an uninterrupted recovery as 
good as any hysterectomy you would want to see. 
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Dr. Gustav ScHwyzer reported the following case: 





The patient whose pictures I am showing you today jg 
a 33 year old woman who had a confinement November 2 
1922. The child is a healthy boy. She has had all in lj 
nine confinements. The second last confinement took place 
August 19, 1921. Very soon after that she noticed a swell. 
ing in each groin below Poupart’s ligament. The swelling 
in the right groin disappeared within a few days, while the 
other swelling on the left side remained and later on jp. 
creased in size, though very gradually. The consulting 
physician made a diagnosis of an inflamed vein and ep. 
couraged the patient to leave it alone. 


This swelling on the left side is today representing the 
tumor that I wish to speak about. As you see on the pic. 
ture, it consists of a slightly irregular growth of hard con. 
sistency and about the size of a child’s head. The skin 
is broken open at its top and a necrotic area is visible 
within this broken skin. It lies directly over the fascia lata, 
By palpation we find that it does not reach the Poupart’s 
ligament and is movable in toto slightly in the vertical 
sense, but more so in the horizontal direction. We took 
a section out of this growth for the pathologist, who gives 
us the surprising news that we have before us hypernephro- 
matous tissue. The large epithelial cells are well demar- 
cated and the nuclei contain numerous mitotic figures. Clin- 
ically we are unable to find by palpation any enlarged kid- 
ney nor do we find in the history any bloody urine. The 
uterus is small, cervix still open and still discharging, no 
perimetritis, no parametritis, no infiltration on the side 
where we find the tumor. The thyroid gland is absolutely 
normal. 


Yesterday, November 8, 1922, we inserted 125 milligrams 
of radium in all directions of the tumor through the little 
opening we created in the anterior portion of the tumor, 
being aware of the danger of making multiple skin lesions. 


Furthermore we will mention that three days before the 
patient came to us the tumor. was incised but only blood 
discharged. An erysipelatous infection set in, spreading 
all over the thigh clear down to the knee and sideways to- 
ward the ischium pubis. 


Moreover we will add tonight that after inserting the 
radium the temperature did not go up as high as before. 
Should we 
become convinced that the reaction of the radium is favor- 
able and that the diagnosis, of sarcoma of the fascia lata 
becomes more than probable, we shall make an attempt to 
excise the growth. 


The tumor looked more quiet this morning. 


DISCUSSION 


Dr. MANN: That reminds me of two cases which I had 
a few years ago, several years apart. One of them, an un- 
married woman of 43 or 44 years of age, had a. tumor about 
the size of a hen’s egg in the left groin. 
smooth, and the skin slid over it. It was fastened, how- 
ever, to the fascia. I removed that and had to take some 
of Poupart’s ligament. The pathologist’s report was round 
celled sarcoma. Dr. Bell examined the specimen. That 
woman is still well and that must have been about seven 
years ago. 


It was rounded, 
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The other one was a woman in her thirties who had a 
tumor in the same place and about the same size—perhaps 


a little smaller. This one was fastened to the round liga- 
ment. That was a benign adenoma with tissue in it sug- 
gesting the tissue of the uterus. My explanation of that 
was that a piece of that ligament had drawn down some 
of the uterine tissue in the embryo. 





Dr. A. T. MANN reported three cases with a history sug- 
gesting ulcer of the duodenum. 


I am very much interested in these cases and we have 
had a good number of them. 


In one of the cases, after careful study, the history was 
quite characteristic with the seasonal incidence of spring 
and fall; the pain coming on about two hours after meals 
and the pain made worse by the fatty foods and things of 
that sort. The x-ray findings showed at first an indefinite 
outline for the duodenal cap, but was not conclusive. A 
re-ray, with belladonna to get rid of the muscle tonus, still 
showed that same condition and a diagnosis was made of 
ulcer of the duodenum. 


In the second case the history was not at all conclusive. 
The incidence of his trouble was not the seasonal one—at 
least it did not follow that closely—and while he had trouble 
with his food he did not have trouble with all the foods 
that cause trouble in cases of ulcer of the duodenum. There 
was a little tenderness to the right of the median line. The 
history suggested a possible gallbladder disease without the 
characteristic pains. The x-ray findings showed a little 
obscurity on the upper anterior margin of the duodenal 
cap. A re-ray under belladonna showed that still present, 
so a diagnosis something like 60 per cent for ulcer and 30 
per cent for gallbladder with possible adhesions, and the 
rest of it for a chronic appendicitis, was made. 


The third case seemed in its history to be more like a 
gallbladder, but there was a persistent defect in the duo- 
denal cap and it persisted after a second x-ray under the 
administration of belladonna. 


The first case at operation showed a smaii area which 
was a little whiter than the normal color of the duodenum. 
Under the finger there was just a little more thickness than 
normal. I felt that the diagnosis was correct and excised 
a portion of the duodenum which included this scar and 
sutured it with a double row of chromic gut so that the 
suture line was about one inch long when done. There was 
a small ulcer less than one-eighth of an inch in diameter on 
the inside of the area of the scar. 


The second case proved to be a chronic cholecystitis. In 
this case the gallbladder was removed. 


It is very difficult before operation to make a really accu- 
rate diagnosis between a gallbladder with adhesions and 
an ulcer of the duodenum unless the history is perfectly 
clear. In the first case the HCl content was quite char- 
acteristic of ulcer. With the gallbladder case the hydro- 
chloric acid content ran up and then went down before the 
next meal, and that we have picked out as one of the fairly 
characteristic curves of a stomach with reflex stomach 
symptoms in which there is a gallbladder or an appendix 
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or other cause outside of the stomach itself. When the 
cause is a true ulcer of the stomach or of the duodenum, 
the fractional test-meal taken at fifteen-minute intervals 
shows that the hydrochloric acid curve is apt to continue 
high up to the next meal and then to drop. 


The third case was operated on and we found a definite 
ulcer scar, which I excised. The excision of the ulcer we 
have done by preference for the past year. That gives a 
smoother and quicker convalescence and the convalescence 
is better than our old cases used to be. We have swung 
quite decidedly to an excision of the ulcer if that can be 
done. 


DISCUSSION 
Dr. Aspott: Did you make a gastroenterostomy in these 
cases? 
Dr. Mann: No, we just make a simple excision of the 
ulcer. 


Dr. Corsett: I should like to ask about these adhesions 
between the gallbladder and the duodenum. 


In some such cases where such adhesions existed, the 
gallbladder has been removed and on examination proved to 
be normal. In addition, pathology in the duodenum can 
sometimes only be demonstrated by opening the duodenum. 
So I believe such adhesions indicate pathology in the duo- 
denum as well as in the gallbladder. 


Dr. Mann: That is all perfectly true. "However, when 
there are adhesions often the ulcer is quiescent and healed 
and the symptoms may continue. There is one last case 
which I had but have not mentioned which was definitely 
a gallstone case. I operated for gallstones and the gall- 
bladder looked perfectly normal and blue in color, but I 
finally removed 60 stones. So to the naked eye a diseased 
gallbladder sometimes looks quite normal. It requires a 
miscroscopic examination of sections of the walls of such 
a gallbladder to disclose the pathological changes which 
are present. 





Dr. A. E. BENJAMIN reported a case of infected knee joint 
and staphylococcus aureus infection of the blood. 

Mr. R. N., age 13, student. 

Family history negative. 

Personal History: “Flu” in 1918, light attack, otherwise 
quite well. 

Present Illness: October Ist fell while running and 
bruised both knees. Two weeks later left knee began to 
show signs of superficial infection in small area. October 
15th fell again, striking left knee. Saturday, October 21st, 
joint began to pain severely and swell. Hot applications 
and ice bags applied alternately. Superficial infected area 
opened on October 24th by attending physician. Hot ap- 
plications applied. No relief. Nausea, vomiting, anorexia. 
Brought to hospital Wednesday night, October 25th. Tem- 
perature 101-103; pulse 110-125; leucocyte count 24,000. 

Physical Examination: October 26th. Head: some stiff- 
ness of neck and back muscles. Chest negative. Abdomen 
distended; some pain on deep pressure over gallbladder 
area. Spleen enlarged about one-half times the normal. 


Extremities: left thigh somewhat enlarged, knee consider- 
ably swollen and tender over joint with some fluctuation, 
Floating patella. Super- 


more pronounced to outer side. 
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ficial area of infection from injury one-quarter of an inch 
in diameter. Aching of back and muscles. 

Treatment: Serum (anti-tetanic) given, 1,500 units two 
days in succession on account of possible tetanus infection. 

Operation October 26th, 1:00 a. m. Gas anesthesia. Knee 
joint aspirated. Joint fluid found to be infected. Joint in- 
cised at inner side of patella. Phlange drainage tube one- 
fourth inch in diameter inserted. Joint washed out. On 
account of leucocyte count increase and patient showing 
further signs of infection the joint was drained more thor- 
oughly on November Ist at 10 a. m. Gas anesthesia. Inside 
of knee joint opened beneath patella. Rubber strip passed 
through to opposite side. Joint irrigated daily thereafter. 
Posterior part of joint not involved. Joint moved occa- 
sionally. 

Laboratory Findings: Leucocyte count: October 29, 
27,500; October 30, 48,500; October 31, 72,750; November 
1, 95,375; November 4, 78.000; November 6, 63,000; No- 
vember 8, 50,800. 

Urinalysis: November 3, pus cells + + +; November 
5, cloudy, acid, 1,025, albumin very faint trace, few pus 
cells; November 6, albumin very faint trace, few pus cells. 

Differential Count: October 29th, small lymphocytes 8, 
large mononuclears 1, transitionals 8, P. N. 89. October 
31st, small lymphocytes 14, P. N. 86. 

Blood Culture: November 3, staph. aureus. 
5, positive staph. aureus. 

X-ray of knee October 3lst showed no destruction of ar- 
ticular cartilage. X-ray of chest, liver and kidney on No- 
vember 6th, liver enlarged, possibly right kidney and pos- 
sibly some diaphragmatic pleuritic thickening. 

Comments: Patient’s back and neck symptoms gradually 
disappeared. Abdomen more flat, bowels more regular. 
Appetite somewhat improved. Pain in region of liver and 
right kidney, and two superficial sore and red areas ap- 
peared. Some enlargement of liver and right kidney. 
Breathing rapid during whole course, being about 30 per 
minute. Temperature ranging between 101-102, pulse 110- 
130. Kidney function much lessened for a time, so fluids 
were decreased and output became increased proportion- 
ately until present time, being 800-1,200 c.c. daily. Patient 
has had no chills, very little delirium, sleep irregular, some- 
what disturbed, no headache, no nausea or vomiting since 
October 24th. Left parotid gland began to swell on No- 
vember 6th. Today three times normal size and painful. 
November 3rd some pleuritic friction rub on right side, less 
on left, anterior, and central. Heart apparently normal. 

Results: Patient’s temperature running between 101-102. 
Pulse 120-130, fairly strong and regular. Respiration, 30-35. 
Patient somewhat emaciated, appetite poor, tongue clear, all 
faculties normal, but has disturbed sleep. No headache or 
pain excepting on pressure over sore areas, namely, enlarged 
parotid gland, area over liver, and one area above inner 
side of left knee. Left joint freely movable and swelling 
in thigh much reduced. X-ray shows liver and kidney en- 
larged and prolapsed or pushed down some. Dr. Corbett 
saw the case in consultation. 


Leucocyte count November 8th, 50,800. 


November 


DISCUSSION 


Dr. Corsett: I would like to say just a few words in 
regard to this case. It is a very puzzling one inasmuch 
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as the staphylococci were so easily found in the blood cyl. 
tures. Clinically it looked like a multiple pyemia. Hoy. 
ever, the child had no chills. The kidneys felt distincily 
tender, there was some involvement of the parotid, and ‘ 
spite of the improvement of the knee the patient’s general 
condition became worse instead of better. The surprising 
thing is the high leucocyte count. There seems to be very 
high resistance on the part of the leucocytes. 

It brings up in general the treatment of infections of 
the knee. I remember of listening to a paper by Dr 
Maxeiner telling of wide incision of the knee joint and 
allowing the patient to use the knee joint. 
this method with very considerable success. In one case 
I found increase of symptoms, so I immobilized the knee 
and almost at once the joint improved. 


I have trie 


Now the initial injury in this case is a peculiar one and 
it is remotely possible that the knee was only a part of a 
general infection at the time of the injury. I don’t think 
we are justified in saying that this appearance of the staphy. 
lococcus was the moving of the knee. I think we are yet in 
the infancy of treatment of infections of the knee joint. 

Dr. DuNnsMoor: Speaking about immobilizing that knee 
and putting in a drain, Dr. Murphy said, “Those joints 
which are fixed and continuously drained become stiff.” 

Dr. Core: I think this subject of drainage of the knee 
is very important because we do see stiff knees. There are 
three general courses to follow as a rule. The first type— 
infection of the knee where you aspirate and find pus—if 
you open it up wide and sew it up tightly, in a big per- 
centage of them you will get a movable knee. You may 
have to aspirate a few times. There is another type, where 
all you have to do is to open up the infection and start the 
Willms treatment, which is the active movement of the 
knee. It stimulates the knee joint so that you don’t get the 
atrophy. Then if you see the knee going on to destruction, 
open it wide, put in Dakin, and get a stiff knee. 


Dr. Farr: I rise to add my approval of the use of the 
Willms method. We have had only a few cases, but where 
the patient co-operated the success has been uniformly 
good. In addition to the knee case mentioned by Dr. 
Corbett, which occurred in my practice and in which Dr. 
Maxeiner took care of a streptococcic infection, we have 
had a woman nearly fifty years of age with a septic arthritis 
of the hip that had been neglected for several weeks, when 
a quart of pus was evacuated from the joint and a finger 
exploration showed a denuded bone. In this case we estab- 
lished through-and-through drainage, placed a heavy band- 
age beneath the patient’s foot so that she could aid herself 
in drawing the limb upwards and she came through with 
a perfectly movable joint. 

Dr. Emmet Rixrorp (of San Francisco): I am very 
pleased to meet the members of this Society. In regard to 
this kind of a case, Dr. Cole sized it up very well. The 
only thing I could add, and it is of considerable importance, 
is to get rid of any blood clots and any coagula that may 
be in the joint in applying the Willms treatment. It is 
a very striking thing to see the joints become movable. 

Dr. BenJAMIN: We are not concerned about that knee 
so much, but we want to save his life. I would like sug- 
gestions so far as treatment is concerned. Is there anything 
more that can or should be done in the way of general treat- 
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ment? He is a very sick boy and it doesn’t look as though 
he would pull through unless the leucocyte count is a true 
index of his condition. 

Dr. ZIMMERNAN: In the x-ray there, is there any indica- 
tion of a sub-diaphragmatic abscess on ,the right side? 

Dr. BENJAMIN: We had thought of that though there are 
not other indications enough yet. 





Dr. W. A. Dennis read a paper on “The Use of Radium 
in the Treatment of Benign Prostatic Enlargement.”* 


Discussion by Drs. Mann, Rixford, Farr, Earl, G. Schwy- 
zer, and Dennis. 


Dr. Mann: I think this paper should not go without 
discussion. In the first place the effect of radium varies 
with the distance. It also carries with it, to my mind, the 
advisability of using more than one needle. I have had 
only one case in which I have used it and my aim there 
was to put in needles that filled the lobe at a distance of 
lcm. apart so that no two needles would be bunched in the 
same tissue and that the whole gland would be more or 
less uniformly influenced by the radium. 1 introduced 
four 10 mg. needles into the gland and kept them there 
between 11 and 12 hours. The mode of introduction there 
was to have a trocar which would just carry the needle and, 
with the finger in the rectum, the trocar is inserted and its 
position pretty definitely known. Then the needle was 
pushed through the trocar and pushed down into the tissue 
just where we wanted it and the trocar left in place. Then 
the next trocar was placed in a similar manner and the 
needle introduced. The withdrawal.of the needle then can 
be accomplished easily. The needles are very blunt tubes 
with an eye at the back end in which wires can be in- 
serted and the needles pulled back through the trocars, 
which are left in place while the needle is in. The patient’s 
temperature was less than 102. He had no special reaction 
except the slight rise in temperature. The withdrawal of 
the needles and trocars is easy, as they can be pulled out 
together. 
the mucous membranes are very sen- 
sitive to radium and the needles should not be inserted next 
to the rectal mucous membrane. 


One other point: 


Dr. Rixrorp: I am afraid I can’t add anything to this 
This work with us is done entirely by the 
genito-urinary specialist and I am just a plain surgeon. The 
point about the radium damaging the mucous membrane, 
however, is very well taken for the general surgeon is often 
called upon to repair the damage. 
of a dentist who had cancer of the rectum treated by radium 
in Los Angeles. It had played havoc with everything in 
the neighborhood and his comments were, “I have suffered 
the tortures of the damned.” One case of carcinoma of the 
prostate which I saw in consultation, radium had not been 
used as judiciously as it might have been, and there was 
a sloughing into the rectum. Operation has given him a 
fair degree of comfort. The use of radium in hypertrophy 
of the prostate, I know nothing about, but am very much 
interested in the matter. Of course, one would hardly feel 
justified in thinking that we have gotten to a point where 


discussion. 


I remember one case 


*See page 9 this issue. 
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we can use radium as against suprapubic prostatectomy. 
That is a pretty good operation if the patient is able to stand 
it. It can be done under suprapubic or spinal anesthesia in 
those old cases in which we would not care to give a gen- 
eral anesthetic. 


Dr. Farr: I think we should feel indebted to Dr. Dennis 
for bringing this matter before us. I recently visited the 
clinics of a number of men and I have seen them use this 
method, although I don’t remember any of them reporting 
such excellent results or relief.. In the cause of cancer of 
the prostate this condition offers surgery no chance. I 
have not seen it used in benign diseases. It seems to me 
that he is to be congratulated for bringing the thing home 
to us at this time, for perhaps we have not been stirred up 
to the possibilities of the use of radium. 


Dr. Eart: I have used radium in several cases but have 
limited its use to the cases of undoubted malignancy and 
our results have not been at all as satisfactory as Dr. 
Dennis’s. I have wondered if I should not have used it in 
some cases where I thought there was simple hypertrophy 
of the prostate. Possibly the explanation of Dr. Dennis's 
good results is that he has been treating principally non- 
malignant cases, and mine have been malignant. 


Dr. G. Scuwyzer: I feel indebted to Dr. Dennis for his 
paper. It has been my practice in the last two years to 
make thestwo-step operation for hypertrophy of the pros- 
tate gland. Usually the 
function of the kidneys is below the normal mark previous 
to the cystostomy. In one to two months the kidneys gen- 
erally improve and then the second step, removal of the 
prostate gland, is done. Now should the kidneys not come 
up to the norm, a prostatectomy is very risky, but if the 
hypertrophy of the prostate gland can safely be treated 
with radium, as Dr. Dennis has outlined tonight, I feel 
that his thought is a worthy addition in the treatment of 
non-malignant type of hypertrophy. I shall be glad to take 
the opportunity to try the treatment outlined in such cases 
where the kidney tests remain too low for my second step 
operation. 


The cystostomy is made first. 


I was interested in what Dr. 
As far as I could find in the literature, there 
was nothing in regard to the benign conditions. In regard 
to what Dr. Mann said about the needles, I will say that 
our needles are sharp and screw on to a shaft the same 
size as the needle so we don’t have to use any trocar at all. 
In regard to the seriousness of it, the point is that there are 
a lot of men who would consent to have this thing done— 
it only requires 24 hours in the hospital, there is no pain 
or discomfort, and so far as I can tell there is no danger. 
It can be repeated as often and as long as necessary. It 
seems to me that so far as the lateral lobes are concerned 
they can be reduced as much as necessary. I think the real 
difficulty will come in the treatment of the large lobe. It 
seems to me that either by the introduction of the needle 
or by introducing them through the cystoscope, the middle 
lobe can be reduced to such a point that the small part 
that is left may be removed by the use of Young’s puncture. 


Dr. DENNIS, in closing: 
Farr said. 


There isn’t one of these cases that I reported that has had 
a complete result. They are much better, but two of them 
at least have some residual urine. I wished particularly to 
emphasize the consideration of safety in this method. 
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Tue Presiwent, Dr. R. C. WEBB, IN THE CHAIR, 


SARCOMA OF THE FEMUR 


Dr. A. T. Mann presented a male patient, 28 years old. 

The first thing of importance attached to the history is 
that a, little over three years ago, while going through 
some severe exercise, felt pain and evidentiy had a rupture 
of a few fibers of his rectus femoris muscle. Afterwards 
a bunch the size of a lemon developed. This gradually 
went away in about three weeks. Nothing then until last 
August. That makes two and one-half years. Whether this 
history has any relation or not it would be difficult to say. 
That is the only question of trauma. 

Last August he began to have pain in the same place and 
noticed a little bit of swelling there. A diagnosis was made 
at that time of tumor in the femur. He has been waiting 
all this time and now comes in with the tumor which you 
will see and which is here shown in the x-ray box. This 
is definitely a picture of a sarcoma of the femur, a perios- 
teal sarcoma and not a central one. In the central ones 
the shaft of the bone is quite apt to be enlarged and spindle- 
shaped, not because it is pushed out but because the inside 
is gradually absorbed and the periosteum develops new 
bone so that it becomes spindle-shaped. In this case it 
does not; the shaft runs through it. The central sarcoma 
again tends to break through, one point first, and irregular 
bunches can be felt or enlargement of bone in other places. 
The periosteal sarcoma tends to run around the bone and 
is more or less spindle-shaped with a somewhat lobulated 
form, some parts of which produce bone and some parts 
not. - I think it is more apt to be near the joint than near 
the center of the shaft of the long bones, as it is in this 
case, although any bones in the body may be affected. In 
the long bones the tibia and the femur and then the humer- 
us, in the order stated, show the greatest number, and 
usually near the joint. The iower bone (the tibia) has it 
nearest the top of the bone, and the humerus, the opposite 
way, that is, they are in the direction opposite that of the 
blood supply. For some reason I do not know, the nutrient 
artery runs away from the knee joint down the tibia; in 
the humerus it runs downwards. 

In making an early diagnosis, it is sometimes very diffi- 
cult. The diagnosis between a sarcoma and non-sarcoma 
is confused sometimes with periostitis and with osteitis and 
with non-suppurative osteo-periostitis. Between the central 
and periosteal sarcoma, however, there is not much difh- 
culty in making a clinical diagnosis. In the first place, 
with the central sarcoma when it breaks through, there is 
almost always pulsation of the sarcoma, which when it is 
near the joint very often suggests aneurysm of the large 
vessels near that joint. Then, this is more or less lobular 
in its form. The central sarcoma is more apt to be fusi- 
form. Its margin finally runs down and comes more 
abruptly to the line of the shaft of the bone. The central 
sarcoma is more or less evenly spread over the bone, giving 
a more gentle incline at the margin. 

In regard to the prognosis: The central sarcoma in the 
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first is much rarer than the periosteal. The periosteal js 
very much more common and probably more common than 
statistics show and is spindle-celled as a rule and therefore 
should not be as malignant as the round-celled sarcoma, 
The central sarcoma is considerably more rare and js 
usually a round-celled sarcoma, which is very malignant, 
But these periosteal sarcomata of the long bones upset all 
of those relations and there seems to be just as fatal , 
prognosis with them as though they were round-celled 
sarcomata. The fact that they produce bone should make 
them less malignant, but it does not. 





Here is the young man, 28 years old, and he has lost 14 
to 18 pounds. Now that is the first thing. Sarcoma, as 4 
rule, does not give loss of weight except in the late stages, 

I put this hoy to sleep last Monday, intending to dis. 
articulate at the hip. Gave him ether and after the first 
few breaths and in the first primary the mucus was blood- 
streaked. I watched that for a few minutes and it continued 
blood-streaked. We have had careful studies of the lungs to 
find secondaries before I attempted operation and it was 
reported that none could be found and were probably not 
present, so we went in with a feeling pretty safe about the 
lungs as far as any reports we could get about the lungs, 
Sputum from the lungs was thoroughly examined and no 
tuberculosis found, nor were other untoward processes 
found clinically in his lungs. Although the man seemed 
to show by Roentgen and clinical examinations that he did 
not have a metastasis in the lungs, I stopped the operation 
and left the man with two legs instead of one, as I thought 
it would be useless to remove the leg with a lung compii- 
cation and that he would have a better life with his two 
legs. 

The early symptoms of sarcoma are rather obscure and 
usually begin with pain and then with swelling and the 
pain and swelling increase slowly and continuously. They 
are often very like rheumatic pains at first. The pain is 
often referred to the joint. But in inflammatory conditions 
we generally have remissions of pain. In sarcoma the 
pain and the swelling usually are constant and continue 
to increase. 


TUBERCULOSIS OF THE CERVICAL SPINE WITH 
PERFORATION OF THE ESOPHAGUS. 


Dr. James Johnson presented a man 30 years of age, 
single, salesmanager by occupation. 

Past Diseases: Negative except for typhoid fever at 
nine years of age and occasional attacks of malaria while 
living in the South. 

Present trouble dates back to the spring of 1919 when 
he began to complain of pain over his sternum, between 
his shoulders and radiating down his arms. On March 
5, 1920, he first consulted Dr. J. P. Schneider, complain- 
ing of the above condition. At this time he also had 


occasional slight fever with pain between his shoulder © 


blades and down his arms and over the upper part of his 
Had gradually become worse. At this time 2 
complete physical examination was done, including x-ray of 


sternum. 


the chest and gastro-intestinal tract and tuberculin tests, | 


all of which were negative. He was kept under observa- 
tion for several weeks and improved so that he was able 
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to return to his work. Although he had intermittent at- 
tacks of pain between his shoulders, radiating down both 
arms, he continued his work and felt fairly well until May 
17, 1921, when he again returned, complaining of pain 
over his sternum, in the epigastric region, and severe pain 


between his shoulders radiating into both arms. He had 
a temperature of 102 degrees and was quite ill. He was 
sent to the hospital under observation and soon developed 
an abscess on the left side of his neck which was opened 
and drained. 


In October, 1921, he first came under my observation. 
Several x-rays at different angles were taken of the cervical 
spine. All proved negative. Drainage had continued for 
several months, and in order to get a more definite ex- 
planation of this, a thin bismuth paste was injected into 
the sinus on the left side of the neck. This at once came 
through his esophagus and he spat it out on his tongue. A 
stereoscopic x-ray was taken immediately which demon- 
strated a pocket in the left posterior chest, one end of 
which extended upward and inward, perforating the esoph- 
agus at about the level of the seventh cervical. It was 
thought, therefore, that the original condition might be a 
diverticulum of the esophagus which had become infected 
and ruptured on the left side of the neck. It was not 
typical for this condition, but the sinus entered the 
esophagus at a point where these occur, and since no 
other reason could be found for the discharge and no bis- 
muth could be traced to any of the vertebra, this served to 
explain his condition. 


On February 13, 1922, I operated, making a Jongitu- 
dinal incision on the left side of his neck, dissecting down 
to the esophagus, and found a perforation at the left side 
at the inner border of the carotid sheath through the an- 
terior vertebral fascia into the esophagus. The sinus ex- 
tended both up and down posterior to the anterior vertebral 
fascia. A probe was passed and seemed to lead to the 
seventh cervical, where the bone felt a bit eroded. The 
fistula into the esophagus was closed and packing was left 
in to wall off and prevent infection of the mediastinum. 
His convalescence was rapid and uncomplicated. He left 
the hospital in about a week. His vertebrae were again 
x-rayed at various angles and a small focus could be made 
out on the right side of the seventh cervical and possibly a 
little in the first dorsal. 


From the operative and x-ray findings, the case was now 
clearly a tuberculosis of the cervical spine. He was put 
to bed with extension. He soon developed an abscess on 
the right side of his neck, which was opened and drained 
for a short time. Since then all symptoms have subsided. 
The sinuses have closed. He has had no temperature for 
three months and he has gained twenty-five pounds in 
weight. 


Comments: My reason for reporting this case is: 


(1) The lesion apparently was present several years 
before any definite local findings could be made out. 

(2) 

(3) Perforation of the esophagus through which the 


drainage must have taken place until an abscess developed 
in his neck. 


Its close resemblance to an esophageal diverticulum. 
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INTESTINAL OBSTRUCTION WITH ENTEROSTOMY. 


Dr. H. B. Sweetser presented a patient 17 years, single, 
well-developed. 


January 29, 1922: Appendectomy. Appendix three inches 
long, three-eighths of an inch in diameter, close to the 
anterior abdominal wall, coiled like a corkscrew, covered 
with fibrin, surrounded by coils of bowel with exudate. 
Free yellow serum, about half an ounce, in the pelvis. 
Omentum adherent. Cigaret drain carried to the pelvis, 
which was removed gradually and was all out in a few 
days. Patient went home healed in two weeks. 

February 17, 1922: Sudden pain and vomiting. Given 
milk of magnesium and also an injection. Passed gas. 
On the 18th passed some gas. On the 19th at 7 a, m., 
vomited ten ounces with a slight fecal odor. 

February 19, 1922: At 8 P. M. opened and excised 
former scar. Entered peritoneum. Omentum and many 
coils of bowel matted together and to the anterior abdom- 
inal wall. In two places dense adhesions covered and 
constricted coils of bowel. (Tympanites.) These were: 
separated and the abdomen closed. Following this passed 
gas, but had severe colicky pain. Nauseated, but did not 
vomit. Abdomen somewhat distended, but not rigid and 
not tender. Pulse and temperature normal. 


February 21, 1922: 10:30 A. M. Enterostomy. Pulse 
120. Temperature 100. Opened incision partially. Some 
exudate (sterile). Peristalsis present. Coils somewhat 


distended, but not extreme. Fastened coil of small bowel 
to anterior abdominal wall. Forced No. 20 catheter 
through small opened and attached. Two purse-string su- 
tures of linen inverted bowel wall, tightly around tube. 
About 12 hours afterwards passed flatus freely through 
rectum and large watery stool. No further obstruction. 

February 23, 1922: Fecal matter along the tube. In the 
afternoon the tube came out. The skin became very much 
inflamed, showing bowel opening must be fairly high. 
Rectal movements large. 

March 14, 1922: The opening now had stretched to 
about one inch in diameter. After undermining the edges 
and cauterizing the mucous membrane, sutured the edges of 
the enterostemy. This held for only about seventy-two 
Several later attempts were made to close the open- 
ing, unsuccessfully. This, I think, was due to the short 
coils partially obstructed. 

March 29, 1922: A very serious attempt made before 
opening into general cavity. The mucous membrane edges 
were not sutured. A Lembert suture turned in the mucous 
membrane edges. Both anterior and posterior layers of 
rectal sheath were freely mobilized. No. 00 chromic gut 
used. Flooded with ether several times during operation. 
Skin closed. Very little nourishment given for some 
days. Six days after, a very small opening occurred, but 
closed in two or three days. Since, it has remained closed. 


POINTS OF INTEREST 


hours. 


1. Obstruction not relieved by loosening coils and ad- 
hesions, but 

2. Was relieved as soon as the distention was relieved by 
the enterostomy. This I would consider life-saving. 
In the April 22, 1922, number of the Annals of 
Surgery, Van Buren differentiates sharply between: 
acute intestinal obstruction and acute ileus. 
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3. The rolling out of the mucous membrane converted the 
small opening into a large one, many times the 
size. I. W. Long of Greensboro, N. C.: 
(a) Opening made with cautery. 
(b) Tube not sutured to gut. 

Dr. R. E. Farr begged. to call attention to the work that 
Coffee did. Coffee called attention to the fact that if 
drainage is brought down to the point of closure in these 
fistulae healing is likely to fail. His technic, described in 
1907, is as follows: Wide separation of the layers, made 
down to the peritoneum, which is not opened. The edges 
of the fistulous tract are cut away and the abdominal wall 
is re-established, turning in the different layers and over- 
lapping them. Drainage is provided for at the angles of 
the incision, as far from the fistulous tract as possible. I 
have seen Dr. Coffee do this operation and he reports that 
in cases that are not tuberculous his failures have been 
almost nil. 

One more practical point regarding the making of enter- 
If we paint the skin with several layers of rubber 
cement we can prevent digestion. 


ostomies. 


CHOOSING ANESTHESIA FOR GENERAL SURGERY. 


Dr. J. E. Hayes read a paper with the above title, for 
which see page 28. 

Dr. R. E. Farr discussed it as follows: 

I think we should feel pleased to receive a paper of 
this nature from Dr. Hayes, when we consider where he 
received most of his training in the use of local anesthesia. 
Less than three years ago the sentiment at the institution 
where Dr. Hayes trained was very much different from 
what it is at present, and it is worth while to think of the 
change of attitude that has come in these two or three 
years in relation to the anesthesia problem. 

I have considered the advantages of local anesthesia for 
years in papers and discussions and I wish to confine mj 
remarks tonight to the practical aspects of the subject. I 
like to consider local anesthesia from three standpoints: 
first, safety; second, efficiency; and, third, comfort. With 
relation to safety I believe it is admitted that local anes- 
thesia is the safest anesthetic for the patient. The con- 
troversy hinges upon its efficiency. The question of com- 
fort is important, but I wish to confine my remarks to 





the question of efficiency. 

Observation of the work being done all over this country 
would seem to indicate that men are performing all opera- 
tions under local anesthesia, where they can do so with 
efficiency, although in discussing the subject few will admit 
this fact. Take the operation for inguinal hernia, for 
instance. This operation is frequently performed under 
local anesthesia and yet the patient who is the subject of 
inguinal hernia is, as a rule, one of our best surgical risks, 
the only indication for using local anesthesia here being 
because of its efficiency and comfort. Such operations as 
radical excision of the breast, cholecystectomy and _ hys- 
terectomy demand much more care in the choice of an 
anesthesia, and were it admitted that local anesthesia is 
efficient in these cases it would undoubtedly be the anes- 
thetic of choice here as it is for hernia operations. The 
question is, can we do most of our major surgery under 
local anesthesia? Here I must take issue with the writer 
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of the paper. I believe that I have proven conclusively 
that it is possible to perform most of the major op: rations 
with entire success under local anesthesia and without pain 
to the patient. 


The doctor mentions psychic strain, and I would cal 
his attention to the fact that this particular factor gives y 
very little trouble. We have indeed in many cases used 
local anesthesia entirely against the patient’s request anj 
more especially against the request of friends of the patien, 
and in repeated instances have carried out the operation 
over the patient’s protest under the subterfuge that only 
preparation for the operation was being made. D; 
Maxeiner and I have repeatedly done this and we beliey 
that it is one of the most excellent ways of establishing 
favorable propaganda for the method because these patients 
at once become our allies. 


Another point upon which I would disagree with the 
writer to some extent relates to the technic of obtaining 
anesthesia. Undoubtedly conduction anesthesia may be 
employed if one is skillful enough to use it successfully, 
I believe, however, that we must sacrifice the ideal for the 
practical in case we expect to bring the greatest good to the 
greatest number because the refinement of conduction 
anesthesia will long remain in the hands of the expert, and 
for this reason the benefits of local anesthesia will be denied 
our patients. The fact is, there is not enough of him to 
go around. 

With relation to healing, I can only say that I have 
had much better wounds since using infiltration anesthesia 
than I had when using general anesthesia. Toxicity is 
practically never seen after infiltration anesthesia, while 
under paravertebral anesthesia and the more refined meth: 
ods a number of toxic cases have been reported. When 
one considers the amount of novocain solution that Dr. 
Crile has injected into the tissues without ill effect it 
makes one feel that he must look further for the cause of 
the failure of wound healing. A simplified anesthesia 
technic of such a nature as to allow the use of local anes 
thesia .will be our sheet anchor in applying this method in 
the future. 


Dr. S. R. Maxerner, in discussing Dr. Hayes’ paper, 
spoke as follows: 


It seems to me that in the city and in large hospitals 
where we have trained and experienced anesthetists for 
general anesthesia, the use of local anesthesia is not s0 
imperative, but in the smaller communities perhaps where 
an inexperienced nurse or even the druggist may be de- 
pended upon to administer a general anesthetic we must 
consider local anesthesia much safer than general anesthe- 
We find men in the clinics 
and small hospitals in the smaller communities who are 
doing gallbladders and other major operations under local 
anesthesia with most excellent results, many of these men 
having been driven to local anesthesia by the handicap of 
peor anesthetists. 


sia as a routine procedure. 


In case the appendix, gall bladder or other operation 
has been done successfully under local and it is found nec- 
essary to make a wide abdominal exploration, general anes- 
thesia might be given as an adjunct for five or ten minutes, 
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thereby minimizing the amount of general anesthesia re- 
quired. 

The use of local anesthesia depends largely upon the 
proficiency of the surgeon. He tries it at first in his minor 
operations and as his ability and experience increase he 
gradually applies it to appendices, gallbladders, etc., and 
finds that as he develops he will be less often compelled to 
yse general anesthesia as an adjunct. 

It is equally important that after-pain be prevented in 
patients operated upon under local anesthesia because of 
the fact that they are thoroughly conscious immediately 
following their operation, while the patient operated upon 
under general anesthesia may have an analgesia for several 


» hours. 


) anesthesia is higher than that for general anesthesia. 


Frequent statements are made that the mortality for local 


This 


Scan only be accounted for in view of the fact that local 
lanesthesia is used most frequently in cases in which the 
| patient is too sick to take general anesthesia and frequently 
' isin a moribund condition. 


The fatalities under local anesthesia have o¢curred large- 


‘ly in nose and throat work where a short, fine needle is 
used and a large quantity of anesthetic solution is injected 


The 


directly into the tissue without moving the needle. 


‘accidents here are due to an intravenous injection and 
» this may be prevented by aspirating with the syringe before 
" the injection is made, or by moving the point of the needle 


back and forth during the injection. One other cause of 


' accident is a mistake in the strength of the solution used, 
the toxicity of this group of drugs being directly propor- 


‘ tionate to the strength of the solution used. 


In a series of 


‘alternate cases of similar character the mortality from local 
‘anesthesia will be found to be much lower than that from 
» general anesthesia. 


» 
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) or within a few days. 
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Dr. AntTHUR F. Bratrup continued the discussion: 


The question of anesthesia is one that confronts us 
every day and should be considered of prime importance 
in every surgical condition. The mortality from general 
anesthesia under ether has been stated to be 1-10,000, un- 


j der chloroform 1-5,000 and under gas 1-300-500. Salzer 


and Stewart recently collected a large series of cases and 
in this series of cases the death rate averaged 1-600-700. 
These cases comprised different types of work, both major 
Where trained anesthetists are available in 
well organized hospitals, the death rate is very small from 
any anesthesia, but it is in the districts where trained anes- 
thetists are not available, where facilities are lacking to 
determine the exact condition of the patient, that the high 
mortality results. 

One question to my mind is how long after an operation 
can we attribute a death to the anesthesia—whether im- 
mediately at the time of operation, or within a few hours, 
With any general anesthesia, be it 
ether, chloroform or gas, there is an increased retention of 
nitrogen in the blood with a lowered carbon dioxide com- 
bining power of the blood. In diabetic cases there is an 
increase of blood sugar in the blood when any general 
anesthesia is given. There is a lowered carbon dioxide 
combining power of the blood varying from 4 to 7 per cent 


and minor. 


nutes, g under ether anesthesia, the anesthesia varying in duration 
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This is much less 
The mortality of surgical 
diabetic patients can be greatly reduced under local anes- 
thesia, which was proven at Rochester, Minnesota, when 
the death rate was reduced from about 12 per cent to 6 


of time from 27 minutes to one hour. 
under gas or spinal anesthesia. 


per cent. 


In regard to any anesthesia—three things are of prime 
importance: The kind of anesthesia to be used, adminis- 
tration, and pathologic and physiologic condition of the 
patient. In regard to the first, there is no question in my 
mind but that novocain has proven itself to be one of 
the safest of all anesthetics. Where deaths are present, 
they can often be traced to faulty administration; for ex- 
ample, the injection of the solution with the needle re- 
maining stationary, thus violating one of the first principles 
pertaining to this type of anesthesia. The pathologic and 
physiologic condition of the patient must be known in any 
case whether the anesthesia given be a general or a local. 
It is much better to be conservative. Several operations 
under local anesthesia are much less to be dreaded than 
one operation under general anesthesia providing this is 
satisfactorily performed. 


In regard to methods, the simplest method is the safest 
and the best. Several years ago I tried paravertebral and 
trans-sacral blocking anesthesia, but on account of the 
great difficulty in performing this type, as well as the large 
per cent of failures, I gave it up. I have been doing more 
local infiltration during the past few years and find that 
success is obtained in a larger per cent of cases with added 
experience. Knowledge of anatomy is absolutely essential 
in any type of local anesthesia. Preparation of solution is 
of prime importance. I think there is only one way to 
prepare the solution, and that is to prepare the novocain in 
stock solution in a certain strength, preferably 1 or 2 per 
cent Ringer’s solution. No adrenalin should be added to 
the novocain before the sterilization. The solution should 
be sterilized in the autoclave before using. Repeated 
sterilizations have a tendency to make the _ solution 
weaker. I have had three cases which showed a very 
marked reaction following novocain which was made up 
from the dental tablets. There is a toxic product formed 
by boiling novocain and suprenin. The cases which had the 
reaction showed a most profound toxemia within twenty- 
Edema surrounding the wound was marked. 
There was marked distention and diarrhea present, also 
very high fever. No organism was found present in cul- 
ture from wound. 

When the solution is properly injected underneath the 
skin there should be no pain. Intravenous administration 
is the most dangerous and should be avoided by all means. 
Adrenalin should be used with judgment. In old people, 
where marked emaciation is present, much less adrenalin 
is required. Not more than four drops to the ounce 
should be used in any case. 

In cases of hyperthyroidism not more than one or two 
drops of adrenalin to the ounce should be used, as these 
people may develop a positive Goetch test on the table. 


four hours. 





Dr. H. B. SwEETSER, in closing the discussion, stated: 


I like to operate under local anesthesia if I know just 
what I am to do and if I am familiar with the exact tech- 
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nic. Operations for hernia and interval appendectomy 
lend themselves nicely to local anesthesia. Under certain 
conditions, I am convinced that local anesthesia is not 
preferable to general. First, one must be efficient in giving 
local anesthesia. Whether the average man can become 
efficient or not, I do not know. We go to medical meet- 
ings and we hear men talk about what they do under local 
anesthesia, but if you visit their clinics you are liable to 
discover that they do not do the things they talk about. 
For instance, at one clinic I visited, a man was being 
operated upon and was making a great deal of noise and 
complaint. The operator kept on, however, for three quar- 
ters of an hour under local and then gave up and switched 
to ether. That patient is practically against local anes- 
thesia. It does not work out. I do not think I am of the 
temperament that can go ahead and do an operation when 
the patient is in pain, and if you are as slow an operator 
as I am, I do not think you would use local anesthesia in 
all cases. At one time I heard one of Dr. Blank’s patients 
say to the anesthetist, “Is he nearly through? I wish he 
was through.” This patient was probably in pain but was 
made to believe that he was not. 

Concerning infections and especially pulmonary compli- 
cations following operation: My impression, gained from 
my own experience and from observations of other clinics, 
is that operation under local anesthesia does not by any 
means prevent these complications, although they may 
not be so numerous. An article in the Archives of 
Surgery of June, 1920, by Cutter and Hunt, based on a 
study of 1,512 cases, gives the morbidity rate following 
ether as 3.39 per cent; for gas-oxygen 4.24 per cent; and 
for procain, 1.63 per cent. 

In diabetics, if the patient can be made sugar-free, then 
apparently general anesthesia may be safely given. I have 
recently prostatectomized under general anesthesia a man 
67 years old whom we made sugar-free, and there was no 
return of sugar and healing was very prompt. 

Regional anesthesia is difficult and requires considerable 
technical skill, and I should think would be dangerous in 
certain about the abdominal splanchnic 
ganglia. It will take long to make local a competitor of 
general anesthesia and I do not think it has given a less- 
ened mortality so far. 

Spinal anesthesia is very efficient, but unfortunately car- 
ries considerable danger. 

I appreciate that local anesthesia has many advantages, 
but it must also be admitted that it has disadvantages which 
will always prevent it from entirely supplanting general 


localities, as 


anesthesia. 
NEW AND NON-OFFICIAL 
REMEDIES 





During November, the following articles have been 
accepted by the Council on Pharmacy and Chemistry for 
inclusion in New and Non-official Remedies: 

LeDERLE ANTITOXIN LABORATORIES: 

Mercurialized Serum-Lederle for Intravenous Use. 

Cartes Leicu & Co.: 

Sulfarsenol. 





MALLINCKRODT CHEMICAL WorKS: fDs 
Barium Sulphate Pure-M. C. W. staphyl 

H. A. Metz Laporatonries: ond co 
Benzosol. staphyl 
Parke, Davis & Co.: of me 
Silvol. = Me | 
Arsenobenzol-Dermatological Research Laboratories anj ne 
Arsphenamine-Dermatological Research Laboratories: The» © of kille 
products are now marketed by the Abbott Laboratories gy © in pack 
Neoarsphenamine-D. R. L. and Arsphenamine-D. R. L. The — as the | 
Council has continued the acceptance for New and Non BM of 5 c. 
official Remedies under these names. : taining 
Tetanus Antitoxin, Purified—A tetanus antitoxin, con. y New Y 
centrated (New and Non-official Remedies, 1922, p. 281), Colon 
that is also marketed in syringe containers of 10,000 units & Non-offi 
E. R. Squibb & Sons, New York. ‘ package 
Staphylococcus Vaccine—This product (New and Non 500 aiic 


™m 


official Remedies, 1922, p. 306) is marketed in packages of am 
four syringes containing, respectively, 100, 250, 500 and 1.000 © million 


=f Sepa 





million killed staphylococcus aureus and_ staphylococcus F 5 c.c., ] 
albus in equal proportion; in packages of four ampules J 5,000 n 
containing, respectively, 100, 250, 500 and 1,000 million FF York. 


















killed staphylococcus aureus and albus in equal proportion Bariu 
(with syringe) ; and in vials of 5 c.c., 10 c.c. and 20 ce, sulphate 
each cubic centimeter containing 5,000 million killed B) yon-off 
staphylococcus aureus and staphylococcus albus in equal BF) Works. 
proportion. E. R. Squibb & Sons, New York. ‘ Hie 

Streptococcus Vaccine——This product (New and Non B and No 
official Remedies, 1922, p. 308) is marketed in packages of | oratorie 
four syringes containing, respectively, 100, 250, 500 and ao 
1,000 million killed streptococci; in packages of four Band No 
ampules containing, respectively, 100, 250, 500 and 1,000 F ila 
million killed streptococci (with a syringe); and in vials a in 
of 5 c.c., 10 c.c. and 20 c.c., each cubic centimeter con- bulk (I 
taining 1,000 million killed streptococci. E. R. Squibb & ae 
Sons, New York. Detroit. 

Typhoid Vaccine—This product (New and Non-oflicial Rabie 
Remedies, 1922, p. 310) is marketed in packages of four i 


syringes containing, respectively, 100, 250, 500 and 1,000 
million killed typhoid bacilli; in packages of four ampules 
containing, respectively, 100, 250. 500 and 1,000 million 


pared b 


(from a 


Re ON 


fixed vit 


killed typhoid bacilli (with syringe) ; and in vials of 5 cc. sdeslens 
10 c.c. and 20 c.c., each cubic centimeter containing 1,000 f eee 
million killed typhoid bacilli. E. R. Squibb & Sons, New Mae 
York. either 1 
Typhoid Vaccine Combined, Immunizing—A__ typhoid Ope 
vaccine (New and Non-official Remedies, 1922, p. 310) that BDavis & 
is marketed in packages of three syringes, one containing [7 Sulfan 
500 million killed typhoid bacilli and 375 million each of Erol is cl 
killed paratyphoid A and paratyphoid B bacilli, and each F})g to 20 
of the other two syringes containing 1,000 million killed a acts of 








typhoid bacilli and 750 million each of killed paratyphoid 


Jarsphenz 
A and paratyphoid B bacilli; in packages of three ampules 


he same 


containing, respectively, the same dosages as the three: advantas 
syringe package (with a syringe); in packages of 3) §,o,, rs 
ampules, hospital size; and in vials of 5 c.c., 10 c.c. and neously. 
20 c.c., each cubic centimeter containing 2,500 million killed espectir 
bacilli. E. R. Squibb & Sons, New York. Gem... 0.3¢ 

Staphylo-Acne Vaccine —A mixed bacterial vaccine (Nev J gic}, g 


and Non-official Remedies, 1922, p. 314) that is marketed [}g99 » 
in packages of four syringes, the first containing a mixture 









> and 
These 
ies as 
The 
Non- 


. COn- 
281), 


units, 


Non- 


of 50 million each of killed staphylococcus albus, of killed 
staphylococcus aureus and of killed acne bacilli; the sec- 
ond containing a mixture of 125 million each of killed 
staphylococcus albus, of killed staphylococcus aureus and 
of killed acne bacilli; the third containing a mixture of 
950 million each of killed staphylococcus albus, of killed 
§ staphylococcus aureus and killed acne bacilli; the fourth 

containing 500 million each of killed staphylococcus albus, 
‘ of killed staphylococcus aureus and of killed acne bacilli; 
d in packages of four ampules containing the same dosage 
> as the four-syringe package (with a syringe); and in vials 
of 5 cc. 10 cc. and 20 c.c., each cubic centimeter con- 
taining 1.500 million killed bacteria. E. R. Squibb & Sons, 
' New York. 

Colon Vaccine—A colon bacillus vaccine (New and 
» Non-official Remedies, 1922, p. 299) that is marketed in 
‘ packages of four syringes containing, respectively, 100, 250, 
u 500 and 1,000 million killed bacilli; in packages of four 











ges of [ampules containing, respectively, 100, 250, 500 and 1,000 
1,000 ‘ million killed bacilli (with a syringe); and in vials of 
oceus F 5 c.c., 10 c.c. and 20 c.c., each cubic centimeter containing 
ipules 5,000 million killed bacilli. E. R. Squibb & Sons, New 
aillion BH York. (Jour. A. M. A., Nov. 4, 1922, p. 1609.) 
ortion Barium Sulphate Pure-M. C. W.—A brand of barium 
0 ce, I sulphate for Roentgen-ray work-N. N. R. (See: New and 
killed F \on-official Remedies, 1922, p. 62.) Mallinckrodt Chemical 
equal > Works, St. Louis. 

Benzosol—A brand of guaiacol benzoate-N. N. R. (New 

Non- B and Non-official Remedies, 1922, p. 92). H. A. Metz Lab- 
ges of BF oratories, Inc., New York. 

D ond Vormal Horse Serum-P. D. & Co.—This product (New 
four and Non-official Remedies, 1922, p. 278) is marketed in 
1,000 ‘packages containing one 10 c.c. syringe container (Bio. 

vials +50); in packages containing one 10 c.c. rubber-stoppered 

r CO! Pe bulb (Bio. 52); and in packages containing one 30 c.c. 

ibb & rubber-stoppered bulb (Bio. 53). Parke, Davis & Co., 
i Detroit. 

official FG Rabies Vaccine (Cumming).—An antirabic vaccine (New 
f four FB and Non-official Remedies, 1922, p. 290). The virus is pre- 
1,000 = by dialyzing a 1 per cent suspension of brain tissues 
npules Sifrom a rahbit dying of rabies induced by an injection of 
ulin Nfixed virus) against running distilled water until the active 
» © BA virulent virus is destroyed. The treatment is divided into 

; 1,000 A two classes: mild, requiring 14 doses; severe, requiring 21 

» New Blioses, One dose, 2 c.c., is given daily over a period of 

_P either 14 or 21 days. Each package (Bio. 440) consists 
yphoid of seven syringe containers of 2 c.c. each (1 dose). Parke, 

) that PSDavis & Co., Detroit. 
aining Suljarsenol.— Sul pharsphenamine.— Chemically, sulfarse- 

ach of Tivol is closely related to neoarsphenamine. It contains from 
| each Fig to 20 per cent of arsenic. The arsenic content of three 
killed parts of sulfarsenol is approximately equal to two parts of 

yphoid arsphenamine. The actions, uses and dosage are essentially 
mpules Bithe same as neoarsphenamine, but it is claimed to have the 
three: advantage over neoarsphenamine in that its solutions are 
as "more stable and in that it may be administered subcuta- 
c. atl neously. Sulfarsenol is marketed in ampules containing, 
killed Bespectively, 0.06 gm., 0.12 gm., 0.18 gm., 0.24 gm., 0.30 
_ Tigm., 0.36 gm., 0.42 gm., 0.48 gm., 0.54 gm., 0.60 gm. Chas. 

free Bleich & Co., Evansville, Ind. (Jour. A.M.A., Nov. 18, 

irkete 


nixture 





3922. p. 1767.) 
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PROPAGANDA FOR REFORM 

Abrams’ “Oscilloclast”—This is a piece of electrical 
apparatus which is said to produce vibrations of varying 
rate. Its use is based on Abrams’ theory that “specific 
drugs possess a like vibratory rate as the diseases for which 
they are effective.” Instead of using a drug, one starts the 
“Oscilloclast” going, moves the indicators to the number 
corresponding to the vibration rate of the indicated drug, 
and applies the instrument to the sufferer, who, it is alleged, 
then gets the therapeutic action of the drug in question. 
The “Oscilloclast” is not for sale. It may be leased (for 
about two hundred dollars) on signing a contract that the 
instrument will not be opened. Within the past few months 
Abrams has been making bids for osteopathic patronage. 
The followers of the cult have not been slow to respond. 
The lure of the dollar and the bizarre is irresistible. Many 
of the lessees of the “Oscilloclast” are individuals who for 
years have lived in what may be called the twilight zone 
of professionalism, where it is difficult to distinguish be- 
tween the visionary with a fad and the quack or near-quack 
with a scheme. (Jour. A. M. A., Nov. 4, 1922, p. 1626.) 

Caroid.—This is a preparation of papain (obtained from 
papaya). Caroid was first marketed by the American Fer- 
ment Co. and later by Mead Johnson & Co. For a consider- 
able time the Council on Pharmacy and Chemistry had 
Caroid under consideration and in the end rejected the 
product on account of its variability. Although Caroid was 
found more active than other preparations of papain, exam- 
ination showed that the claims for its digestive efficiency 
were exaggerated. Since the publication of the Council’s 
report in 1914, Mead Johnson & Co. do not seem to have 
made any propaganda for Caroid. It is now being pro- 
moted by the American Ferment Co., but this firm has not 
requested a consideration of the product by the Council. 


(Jour. A.M. A., Nov. 4, 1922, p. 1629.) 
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PANCREATIC EXTRACTS IN THE TREATMENT OF 
DIABETES MELLITUS—Banting & Best (Canadian Med. 
Ass'n Jour., March, 1922): Since 1899, when it was found 
that total removal of the pancreas in dogs caused fatal 
diabetes, investigators have endeavored to obtain beneficial 
effects by feeding pancreas or pancreatic extracts to the 
human afflicted with the disease. It was soon found, how- 
ever, that results were negative, or in some instances even 
harmful. 

Banting and Best had previously contended that satis- 
factory results were impossible with pancreatic extract on 
account of the destruction of the active principle by the 
digestive enzymes. 


Through their experimentation they 
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have found that the acinous tissue degenerates seven to 
ten weeks after ligation of the pancreatic duct, whereas 
the insular tissue does not. By using extracts made from 
pancreatic tissue ten weeks after ligation of the duct, they 
were abie, in diabetic dogs, to cause a marked reduction 
in the blood sugar. Extract of liver or spleen had no 
effect. Later experiments proved that the pancreas of 
fetal calves of under five months’ development did not con- 
tain proteolytic enzyme whatever. By extracting such fetal 
pancreatic tissue a relatively easily procurable and highly 
potent preparation was obtained. It was found that the 
life of a completely diabetic dog was prolonged to seventy 
days with the injection of this fetal calf extract. Allen 
had previously stated that in his experience completely 
diabetic dogs did not live more than fourteen days. 

The preparation of an extract of this kind at once per- 
mitted Banting and Best to apply the extract in clinical 
experimentation on the human, and experiments were at 
once performed on seven cases of diabetes mellitus in the 
Ordinary and 
clinical laboratory examinations were made on all the pa- 
tients. 


wards of the Toronto General Hospital. 


Certain definite results were at once noticed, and 
the effect observed in each pancreatized animal has been 
paralleled in man. A fall in blood sugar occurs, with 

The sub- 
The sugar 
excretion in the urine decreases, or, if the proper dosage is 
The 
effect is by no means permanent, and the treatment must 
be repeated from time to time. 


coincidentally a rise in the respiratory quotient. 
jective symptoms disappear very promptly. 


attained, disappears entirely. Ketonuria is abolished. 


Banting and Best are continuing their experiments, and 
the preparation is being employed in other clinics in this 
country, and in due time something definite and beneficial 
will undoubtedly develop from this hope for diabetics. 

Dr. F. J. HirscHpoeck, 


ABSTRACTS FROM AMERICAN PROCTOLOGIC 

SOCIETY, ETC.— 

PRESIDENTIAL ADDRESS—SOME OBSERVATIONS. 
CHIEFLY CLINICAL, ON INFECTIONS OF THE REC- 
TUM AND ADJACENT STRUCTURES, WITH SPECIAL 
REFERENCES TO PRURITUS — Granville S. Hanes, 
Louisville, Ky.: Instead of the usual type of presidential 
address, relating to the policies of the society, the writer 
presented a scientific paper, which contained the results 
He believed that 
pruritus and many other ano-rectal conditions are bacterial 
in origin, and, having found that a probe could be passed 
easily under the skin of and about the anus in so many 
patients, he conciuded that there were potential cavities 
for harboring such bacteria. Knowing the futility of much 
of the ordinary treatment of pruritus, he conceived the idea 
of introducing into these cavities, hypodermically, some 
agent to destroy the infection. He experimented unsatis- 
factorily with various materials, but finally, having several 
cases in which stomach analysis showed deficient hydro- 
chloric acid and believing that this natural product of the 
body undoubtedly protected the stomach from the invasion 
of ingested bacteria, it occurred to him that this might be 
the bactericidal agent he sought. Accordingly, he tried it 
in varying strengths until he obtained the best results, 


of his clinical studies of pruritus ani. 
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without unpleasant effects, with solutions of 1 to 2,000 an 










1 to 3,000, preceded by solutions of % per cent novocgiy ap 

to prevent the pain from the use of the acid. The prurity are d 

was relieved at once and permanently in all cases. He y a i 

first injected only under the skin, but found that, if th 

acid were carried high under the ano-rectal mucosa, tly 

results were much enhanced. He found also that hydr. THE 

chloric has a remarkable effect in softening fibrous ¢p. ; AND | 
writer 





posits, as in strictures and about old fistulous tracks, som 
of which were cured; that chronic infection of the an 
tissues was cured, the sphincters becoming less irritabl 
and constipation and reflex symptoms improving; thy 
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hemorrhoids were reduced and cured with the bleeding month: 
therefrom, and that prolapse in cases previously operated Goods 
on unsuccessfully disappeared. His success in this wok B) °° ! 
led to his using hydrochloric acid in the treatment of other integré 
conditions with most satisfying results. during 
| other « 
THE ETIOLOGY AND PATHOGENESIS OF PRURL Doi 
TUS ANI AND ANAL PRURITUS—Joseph F. Montague, includ 
New York, N. Y.: The writer considered that all cases of Hy accls. 
pruritus of the anus could be clinically divided into tw F7 vagins 
classes: 1. Direct pruritus of the anus, due to direct irrita. D7 scopic 
tion of the peripheral nerve endings in the pruritic zon F7 retour 
with consequent primary pathology. The cirect nature } inal 
this can be demonstrated by the abolition of pruritic se i intern 
sation by local anesthetization, nerve blocking, or super FY tion. 1 
ficial neurotomy. 2. Indirect pruritus of the anus, due FY jos ; 
the misreference of irritable stimulus from elsewhere ; sae a 
and conscious perception in, the pruritic zone, which at firs nach 
is devoid of pathology. A desire to scratch is produced. aks 
which leads first to a traumatic and then to an infective F) attach 
chronic dermatitis, i.e., a superimposed direct pruritus J) 99 95 
The early indirect nature of this may be demonstrated b) F) jyyst 
the lack of abolition of pruritic sensation by local anes }7 and 4 
thetization, etc., and by the discovery of the irritable stim 4 din ti 
ulus. Temporary relief may be obtained by treatment o! 7) that | 
the direct component, but the indirect component remains "9 joys. 
and will cause recurrence. On this hypothesis a workia: |) of ky 
basis for treatment may be established. Finally, the writer 
said that he was forced to the conclusion that direct pruri \ A 
tus is a distinct clinical entity, and indirect pruritus a PRY I 
symptom of another disease, and, for differentiation, sug |) John 
gested for the former the name of Pruritus Ani and for een 
the latter the name of Anal Pruritus. hopel 
sione 
OFFICE CARE.OF ANO-RECTAL CASES—William \. F) from 
Beach, Pittsburgh, Pa.: The writer said that he did no! }) resul 


study 
withe 


wish to minimize the importance of ano-rectai disease by / 
discussing the office care of it, but that one was often) 
compelled to meet the demand of patients for such treat- 
ment. Proper persuasion should be used to induce those. 
who ought to go to the hospital, to do so. Their decision 
depends much on one’s approach in examination. To this 
end are necessary suitable office equipment, quietness, pait- 


strin; 
) by tl 
embé 
perit 
} anal; 



















lessness, and caution in handling, no undue exposure and | bein; 
reassurance when the patient is nervous. The results will © five 
determine the appropriateness for office treatment; and the | 
under this head the writer considered such care of fissure, ) rapic 
hemorrhoids, proctitis and sigmoiditis, ulcerations, consti |) inter 
pation, etc. Finally, he said that the object of his papet § for t 
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was to encourage the proctologist to do more for patients 
in the office before restorting to radical procedures, and to 
dicit discussion on the more frequent, rather than on the 
more infrequent and obscure ano-rectal diseases. 





THE DIAGNOSIS OF CANCER OF THE RECTUM 
AND SIGMOID—Daniel Morton, St. Joseph, Mo.: The 
) writer said that there is no first symptom of cancer of 
> the rectum, but rather a fairly constant symptom-complex 
> consisting of a sudden unaccountable “initial constipation,” 
followed by a “morning diarrhea” and in six to nine 
i months bloody stools. The symptoms vary, as stated by 
"> Goodsell and Miles, according to the progress of the dis- 
> case, ie., prior to surface disintegration, during surface dis- 
integration, during infiltration and perforation of rectal wall, 
+ during almost complete occlusion, and during metastases to 
j other organs. The chief symptoms of every case are consti- 
| pation, diarrhea, pathologic stools, pain, loss of weight and 
j constitutional disturbances. A thorough examination should 
i include careful clinical history of patient, examination of 
i 
3 


=e 


» stools, digital examination of rectum, digital examination of 
| vagina, bi-manual examination of rectum, procto-sigmoido- 
' scopic examination, biopsy (?), possible exploratory lapa- 
rotomy, differential diagnosis, and x-ray examination. A dif- 
’ ferential diagnosis must be made from hemorrhoids, blind 
' internal fistula, polypi, superior pelvic abscess, intussuscep- 
* tion, tumors outside rectum, diverticulosis, syphilis, tubercu- 
' losis, actinomycosis, villous tumor, and fibrous stricture. Can- 
cer statistics seem to show that 50 per cent of all cancers 
attack the alimentary canal, and 6.2 per cent the rectum, 
and that, of those in the alimentary canal, 16 per cent 
attack the sigmoid and rectum. In Herman’s statistics of 
+ 20,054 cases of all cancers, 12,004 were in the rectum. One 
> must think of cancer of the rectum in terms of hundreds 
4 and thousands, and not as an occasional finding. 
t the importance of its diagnosis. 


Hence 
Finally, the writer said 
i that the usual late diagnosis may be the patient’s, the doc- 
: tor’s, or neither’s fault, but rather the result of our lack 
} of knowledge of cancer here as everywhere. 








iS A CASE OF TUBERCULOUS ENTERITIS TREATED 
BY INTRA-PERITONEAL INJECTIONS OF OXYGEN— 
John L. Jelks, Memphis, Tenn.: The writer reported this 

case and the result of treatment because of the apparent 

hopeless condition, the little post-operative discomfort occa- 

sioned, and the immediate improvement and rapid cure 
from two injections; and also because the treatment and 
| result are both contrary to the ideas conveyed by laboratory 
) study of the tubercle bacillus. The free fluid was first 
withdrawn through a cannula which was fixed by a purse- 
| string suture. The quantity of oxygen was measured only 
) by the tolerance of the patient, as indicated by no undue 

embarrassment of respiration. The incisions down to the 

peritoneum were made in each treatment under novocain 
‘) analgesia without pain. The patient felt a sense of well- 
| being and buoyancy, the diarrhea, which had amounted 
five to thirty dejections daily, was immediately controlled, 
the temperature became normal, and even the lung lesions 
rapidly cleared; and the woman is now reported by the 
internist and the attending physicians of the sanatorium 
for tuberculosis as entirely well. Whether the results were 


sini 
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obtained by stimulation of the endothelium with oxygen, 
by increase of antibodies in the supersaturated blood and 
tissues, or by direct effect on the tubercles, the writer of- 
fered as suggestion and food for thought. 





A METHOD FOR CHARTING PROCTOLOGIC CASES 
—Collier F. Martin, Philadelphia, Pa.: The writer de- 
scribed the method of charting, which he uses in his cases 
and in instruction of students. His diagram consists of 
three concentric circles, respectively, 24%, 14% and % 
inches in diameter. The outer represents the lower cutane- 
ous border of the anus, the middle the ano-rectal line, and 
the inner the recto-sigmoidal junction. Recently a dotted 
circle has been added just internal to the ano-rectal line, 
the space between representing the hemorrhoidal area. 
Four quadrants are designated by the letters, R, A, L, and 
P, meaning right, anterior, left and posterior; but, no radi- 
ating lines are drawn, as in the Jackson chart, of which 
this is a modification, since they are found to be confus- 
ing. The diagram is large enough to give ample space 
between the lines to note various pathologic lesions in 
their appropriate areas by means of certain arbitrary signs, 
these being so significant that they are easily remembered 
by the student. This form is printed on the general his- 
tory chart to expedite the taking of records. Smaller 
sheets of paper with the same diagram are given to the 
students during the clinical hour, so that they may record 
any treatment or additional pathology, and are returned 
with the history chart, so that any necessary information 
may be recorded. A rubber stamp also is used with the 
same diagram, so that old history charts can be brought 
up to date and additional notes made. 
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THE THIERSCH GRAFT IN THE RADICAL CURE 
OF FRONTAL SINUS AND MAXILLARY ANTRUM 
DISEASES—J. E. Sheehan (Surg., Gyn. and Obst., Sep- 
tember, 1922): Sheehan writes of the use of Thiersch 
grafts in the mucous membrane lined cavities of the head. 
in the antrum he follows the method of Denker, thor- 
oughly out the granulation tissue and dis- 
eased mucous membrane, and, after drying the surface, 
applies Thiersch grafts, which are held in place by cotton 
pledgets. These are removed in six days and irrigations 
started in ten days, but not before. 

He has used a similar procedure in the frontal sinus. 
Here the operation is done by the method of Lothrop and 
a skin graft inserted which is held in place by a small 
pledget of cotton. This is removed in 5 or 6 days. 

In cicatricial conditions of the mucous membranes of 
the lips success has been secured by first dissecting out 
the scar and then covering the area with skin grafts, which 
are held in place by a prepared mold. 


curettes 


The tissues are 
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lightly sutured together over this in order to prevent mo- 
tion and may be freed again in 5 or 6 days. 

Sheehan has tried the skin grafting of tonsillar cavities 
after tonsillectomy and, while encouraging results have 
been secured, he considers it an experimental procedure. 

In general, this method has given entire satisfaction with 
quick and permanent improvement in long standing sup- 
puration and at the same time a minimum amount of scar 
tissue formation. 

Donato K. Bacon. 


SCOLIOSIS ACCOMPANYING CHRONIC INFECTED 
OPEN PNEUMOTHORAX — ITS CAUSATION AND 
CORRECTION — F..B. Gurd (Arch. Surg. 5, 2, Sept., 
1922) : 
develops as a result of long-continued suppuration of large 


Gurd calls attention to the spinal deformity which 


This takes the form of a 
scoliosis pointing toward the sound side. 


cavities in open pneumothorax. 


In these cases he finds that the diseased lung is firmly 
bound down by the adhesions which form in empyemas of 
long standing and that nature attempts to obliterate ihe 
dead space by approximating the chest wall to the fixed 
lung. This results in a falling of the anterior extremities 
of the ribs so that their horizontal direction becomes more 
vertical; the intercostal spaces become obliterated and the 
ribs overlap one another. The shoulder on the affected 
side drops from 2 to 4 cm. or more, and the middorsal and 
lower dorsal spine are pushed over to the unaffected side. 
The deviation of the spinous processes from the midline 
may be 3 cm., or more. 

Gurd has relieved the condition by operation on the 
He makes an incision over the ninth rib 
from the anterior axillary line, backward to the angle of 
the scapula, where it curves upward to about the level of 


infected cavity. 


the spine of the scapula and ends midway between the 
scapula and the spinous processes. From 10 to 15 em. of 
the eighth and ninth. and occasionally of the tenth rib, 
are removed, together with the intervening intercostal tis- 
Dakin’s 
solution irrigation is carried out for 2 or 3 weeks and then 
at a second operation, 5 to 7 cm. of the seventh rib is 


sues and the underlying thickened parietal pleura. 


excised, and the sixth, fifth, fourth, and, occasionally, the 
third 
straighten the spine by removing the pressure and at the 


ribs are sectioned. This has invariably served to 
same time has given the empyema cavity every opportunity 
to heal. 


DONALD K. BAcon, 
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EFFECTS OF DRINKING LARGE AMOUNTS OF 


ORANGE JUICE AND SOUR MILK—Blatherwick and 
Long (Jour. Biological Chem., Vol. 53, p. 103-110): 


The 
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results of these experiments performed on adults are of 
decided pediatric interest. The ingestion of large amounts 
of orange juice produced alkaline urines, an increase 
organic acid excretion, and a decreased ammonia conten 
of the urines. Lactic acid milk on the contrary produced 
strongly acid urines. The increased acidity is due to ay 
increased excretion of acid phosphate. 
cretion was not increased. 


Organic acid ¢. 


Roop Tay or, 


NASAL SINUS DISEASE IN CHILDREN—Mitchell § 
Shea (Archives of Pediatrics, Vol. 39, No. 4) draw atten. 
tion to the large number of sinus infections seen in chil. 
dren today, and believe that most of the so-called influeng 
cases are infections of the nasal sinus. Also that the ade. 
noid cases coming to reoperation because of failure to 
obtain relief from nasal obstruction or persistent colds will 
upon examination be found to fall into this class of infe:. 
tion. They further point out that, due to the close rel;. 
tionship of the sinuses to the pulmonary tract through th 
lymphatic system, the pediatrist and practitioner are apt 
to be misled in diagnosis. Disease of the sinuses was 
most common between two and four years,—their younges! 
patient being nine months of age. 
part; the number of found in the 
spring and fall—a changeable climate being productive of 
acute infections of the They further advise 
against chilling, ete., and believe that too many people 
have become fresh-air fiends—that a nursery temperature 


Sex played little if an 
greatest cases were 


sinuses. 


below 65 degrees predisposes to the infection. Hypertrophy 
of the tonsils and adenoids may affect the sinuses by: 
(1) blocking, (2) spread of infection to the sinuses through 
lymphatics, and (3) by direct extension of the inflamma. 
tion. Influenza appears to have a predilection for infecting 
the sinuses. 

The patient seldom gives as the chief complaint a symp- 
tom which is a direct accusation of the sinuses, but is more 
apt to be referred to the throat or lungs. A careful history 
and examination is therefore necessary in the diagnosis. 
Treatment must be carried out from the medical point of 
view, and also from the rhinological standpoint,—removal 
of the tonsils and adenoids usually sufficing; the judicial 
use of suction and nasal irrigation sometimes being neces 
sary to prevent the acute case from becoming chronic. 

E. F. Ross. 


DIAGNOSIS OF NASAL SINUS DISEASE IN CHIL: 
DREN—H. B. Lemere (Arch. of Ped., September, 1922): 
In 1914, Oppenheimer, writing on children, says that man) 
instances of post-nasal catarrh are but evidence of inflam- 
matory conditions of the adjacent sinuses and states that 
maxillary sinusitis is too often unrecognized and _ treated 
as nasal catarrh. 





It seems to the author that the reason that this most F 


important element in children’s health has been neglected 
is that the pediatrician has considered it a pure rhinological 
problem, whereas the initiation of the diagnosis must come 
from the pediatrician in almost every instance. These 
children may have persistent cough, lack of initiative, ane 
mia, arthritis, chronic digestive disturbance, irritability, 


loss of appetite, headache and dizziness. The symptoms 
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are almost always subjective. In children under seven 
years, headache is rarely complained of. Pain and tender- 
ness over the forehead are frequently the main symptoms 
of antrum disease. 

The author considers the condition of the posterior 
pharynx of very great importance in the diagnosis of the 
same. A persistently red and swollen posterior pharyngeal 
wall where it is posterior and internal to the posterior ton- 
sillar pillar is pathognomonic of sinus affection. This is 
particularly true if the adenoids and tonsils have been re- 
moved. The throat is seen as a reddened membrane thrown 
into many vertical folds on the act of gagging. The dis- 
charge in sinusitis is usually mucopus, in which pus or 
mucus predominate in varying proportions. The same is 
often extremely scant in little patients of the asthenic type, 
unless an acute attack is in evidence. 

The submaxillary and cervical glands can be palpated 
and during an attack are visibly swollen. The tonsils, if 
present, show disease and enlargement. There is a general 
listlessness, loss of appetite, nervous irritability and loss 
of weight. 

Otorrhea may be present and has a very close relation- 
ship to chronic antrum infection. He frequently observes 
the connection of acute and chronic middle ear suppuration 
to chronic antrum condition. The antrum infection is the 
primary one and may exist for years before the ear involve- 
ment. Cough is sometimes very persistent and even attacks 
of asthma suggest a sinus infection. The prompt disap- 
pearance of these symptoms when the diseased sinus is 
treated suggests that the bronchial pathology is mainly 
secondary to the sinus disease. 

The evidence provided by the x-ray only reaches its 
maximum value if interpreted by one who is familiar with 
the clinical findings. The x-ray properly read with a knowl- 
edge of the clinical symptoms and of the pathology of the 
nose, including the stage of development of the sinuses, is 
one of our most reliable means of diagnosis. 

This subject is still comparatively unexplored, but it 
has been the author’s experience that these mild cases of 
sinusitis can be very greatly benefited by local treatment 
without operation. This does not apply to the marked 
purulent conditions in which operation is necessary. 


R. N. ANDREWS, 


CONGENITAL HYPERPLASTIC PYLORIC STEN- 
OSIS— Dudley W. Palmer (Arch. of Ped., September, 
1922): Pyloric stenosis of infancy or hyperplastic pyloric 
stenosis is a well established entity whose symptomatology 
is explosive vomiting, gastric waves, and a pyloric tumor. 
Pylorospasm and hyperplastic pyloric stenosis is one and 
the same condition. The lumen of the pylorus of a new- 
born infant is about the size of a lead pencil. 

In every case that has been operated by the author he 
has noticed more or less edema of the pylorus. It is largely 
this edema that gives the tumor the “cartilage feel” and 
makes it more pale in color than the adjacent stomach or 
duodenum. It is so edematous that it is impossible to place 
a cat-gut ligature in the tissue without tearing. The 
author believes that all cases with the symptom-complex 
of explosive vomiting and gastric waves are cases of pyloric 
sphincter hyperplasia of more or less degree, on top of 
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which is ingrafted a variable edema. The use of the duo- 
denal tube as a method for estimating the degree of patency 
of the pylorus is most excellent and in his opinion may 
indicate the degree of obstruction due to hyperplasia and 
edema. 

The evidence of dehydration or starvation as noted in 
the feel or appearance of the skin, the sunken fontanels, 
the concentrated urine or the almost meconium-like stools, 
are the signs for urgent surgery, and signs which should 
not be waited for. No infant, I believe, is in such bad 
condition but that a day spent in getting fluids, alkalies, 
and glucose into its body will improve its condition and 
lessen the surgical risk. A five per cent glucose solution 
per rectum is also of great value, both pre-operative and 
post-operative, wherever starvation is a prominent feature. 
Gastric lavage with soda solution should be resorted to 
before operation. The feedings are continued regularly 
up to the time of operation in the hope that some of the 
food may be forced threugh ihe pylorus. The operating 
room must be very warm and the child must be kept warm 
during operating. 

The post-operative care is comparatively simple from the 
surgical viewpoint. It is very desirable to give sterile water 
by mouth with a medicine dropper within a very few hours 
after the operation. By evening time, a diluted milk, pref- 
erably human milk, can be given in quantities of one ounce 
at one-hour or two-hour intervals. 
between these feedings. 


Water may be given 


If there is an unusual amount of bleeding, a cubic centi- 
meter of hemostatic serum repeated two or three times has 
The morning after 
the operation a good dose of castor oil should be given. 

The author feels very positive that the indications for 
radical surgical interference have broadened and increased 
at the expense of that group we have formerly treated 
medically. He believes the borderline case about which 
we might argue as to whether to continue medical or resort 
to surgical treatment should now always be surgically 
treated. 


satisfactorily controlled the bleeding. 


R. N. ANDREWS, 


ACUTE ATROPHY OF THE LIVER IN CHILDHOOD 
—Lyon and Deutsch (Zeitschr. f. Kinderh., XXXII, 292- 
298): This condition, whiie stiii rare, is more frequent 
and more widely distributed than formerly. The hyper- 
acute form with a duration of less than a week is an ex- 
treme rarity in childhood. Much more frequent are milder 
forms, which either end in complete functional recovery, 
in cirrhosis, or in death after an interval of 3 or 4 weeks. 

The cardinal symptoms are jaundice, clouding of con- 
sciousness, decrease in size of the liver, hemorrhage and 
the appearance of leucin and tyrosin in the urine. In the 
more chronic cases, ascites occurs, but there is no hemor- 
rhage and leucin and tyrosin are seldom found in the urine. 

The cause as a rule lies in repeated injuries to the liver. 
Infections, poisons, syphilis and salvarsan all play a role. 
Syphilis frequently lies in the background as a contributing 
cause. Pathologically, the central cells of the lobule are 
more severely injured than the peripheral ones. This leads 
to the conclusion that the noxious agent is not carried to 
the liver from the alimentary canal by the portal route. 
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The authors apparently favor the hypothesis that the more 
frequent cause is an ascending infection of the bile pas- 
sages. 

Roop TAyYLor, 


PROGNOSIS AND TREATMENT OF TUBERCULOSIS 
IN INFANCY AND CHILDHOOD—Rowland G. Freeman 
(Arch. of Ped., August, 1922): Tuberculosis in infancy 
is characterized by an early involvement of the bronchial 
lymph nodes, and it is usually of alimentary origin. In 
private practice tuberculosis is more apt to be bovine in 
type than human, because the danger of tuberculosis in 
man is recognized and such contact is generally avoided. 
That this disease may develop in fetal life is well estab- 
lished. The younger the child the less resistance it has to 
this disease. The prognosis in the first year is absolutely 
bad. Children with chronic lung lesions, who die in the 
first year in an emaciated condition, are more likely to 
have an unresolved pneumonia than a tuberculosis. This 
disease, whether rapidly progressive or slow in progress, 
usually causes comparatively little emaciation. 


Tuberculosis in infancy which is recognized may often 
be cured by prompt interference and thorough treatment. 
If, however, it has involved the lungs, it rapidly becomes 
a generalized condition and gives a bad prognosis. En- 
larged bronchial lymph nodes may be shown with the x-ray 
plate if the picture is taken in a lateral oblique angle. 
Tuberculosis of the lungs in a child over one or two years 
of age may in many cases be cured if prompt action is 
taken; fresh air persistently used, heliotherapy cautiously, 
rest, and cod-liver oil, with full nourishing diet, are needed. 
These children, if destined to do well, rapidly lose their 
temperature, soon gain weight, and the physical signs show 
improvement. 

R. N. ANDREWS. 








GYNECOLOGY AND OBSTETRICS 





SUPERVISORS: 
ARCHIBALD L. McDONALD, 


FIDELITY BLDG., DULUTH 
ALBERT G. SCHULZE, 
LOWRY BLDG., ST. PAUL 





THE INDICATIONS FOR HYSTERECTOMY FROM 
THE RESULTS OF CURETTAGE IN POST ABORTUM 
INFECTIONS: J. Vanverts of Lille (Gynecologie et Ob- 
stetrique, Revue Mensuelle, April, 1922). The author 
comments on the place of hysterectomy in the treatment 
of these conditions, and discusses the teaching of Faure, 
as follows: 


Curettage, that is emptying the uterus, is indicated in 
all cases where one has reason to suspect retention of pla- 
centa débris. Unless there is marked improvement in 24 
hours, if fever presents or is increasing, if the pulse re- 
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mains rapid, or if there are fever or chills, one should & 
a vaginal hysterectomy. This is at considerable variang 
with common practice in America, but the study js o 
interest in connection with the prognosis as determine) 
by the results of curettage. The paper is based on % 
cases of infection after abortion, which were treated }y 
emptying the uterus with the fingers or instruments. The 
author limits this proceeding to recent cases with not mor 
than 7 days of fever, and with no evidence of periuterine 
extension. 


He divides his cases into three groups, based on pos. 
operative findings: 


Ist. The temperature disappears or falls definitely with. 
in 24 hours. There were 80 cases in this group with 77 
cures, 2 deaths and 1 left the hospital before cure had 
taken place. Three developed peritonitis, which was treated 
successfully by vaginal drainage. 


2nd. Temperature persisted or increased in 17 cases, 
with 5 deaths and 12 cures. 


3rd. In two cases death occurred promptly following 
curettage. 


In the discussion the author states that persistence of 
fever for more than 4 days suggests periuterine inflamma. 
tion. In this connection it is interesting to note the us 
of subcutaneous injections of turpentine to induce fixation 
of abscess for treatment. The author concludes that the 
mortality in cases where temperature falls promptly fol: 
lowing curettage is 2.5 per cent; in cases where this per 
sists, mortality is 29.4 per cent; that the failure of tem- 
perature to fall is of serious prognostic importance. Curet- 
tage is a most successful measure of treating post-abortal 
infection, provided it is limited to recent cases and to those 
in which the infection has not already extended beyond the 
uterus. It is reasonably possible to establish the prognosis 
based upon temperature reaction following curettage. 

Treatment for persistent cases may be drainage of local- 
ized abscesses, or, in certain selected cases which remain 
unlocalized with general peritonitis or general septicaemia, 
the author advocates vaginal hysterectomy. 


ARCHIBALD L, McDona.p. 


INTESTINAL ADENOMAS OF ENDOMETRIAL 
TYPE — John A. Sampson (Arch. of Surg., September. 
1922): This study is a continuation of work published in 
the Archives of Surgery, September, 1921, and previously 
reviewed in this column. The author has previously de- 
scribed a characteristic type of hemorrhagic ovarian cysts. 
lined with epithelium resembling endometrium. These have 
a tendency to perforate and become adherent, resulting in 
implantation of adenomata of endometrial type which are 
found in various parts of the pelvis and lower abdomen. 


‘ The microscopical picture resembles that of the adenoma- 


myoma described by Cullen. 
This article discusses: 


Ist. 
dometrial adenomata. 


2nd. Presents a most interesting theory regarding the 
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etiology of the hemorrhagic chocolate cysts of the ovary 
and of these implantations. 


Sampson's experience and exhaustive study indicates that 
One would expect to 
find an adherent ovary with the hemorrhagic cystic cavity 
of varying size. Implanted adenomas of the endometrial 
type are analogous to those of cancer. The author believes 
that ovarian hematomas of this type are probably the prin- 
cipal source of these implantations, which are found most 
often on the sigmoid, rectum, appendix and small intestine. 


The character of the intestinal lesion varies greatly, but 
always presents two potential interests: 


a. Growth and invasion. 


b. Function, that is menstrual activity associated with 
congestion and bleeding. 


In some instances the growth may invade or deform the 
intestine in such a manner as to obstruct the lumen, or 


} cause mechanical symptoms. 


» 30 years of age to the menopause. 


Clinically, the condition is found usually in women from 
Painful menstruation 
of the acquired type is a common occurrence. Implanta- 
tion of adenomas are often found accidentally, the intes- 
tinal symptoms, if present, are likely to be more marked 


during menstruation. 


The etiology of ovarian hematomas of the endometrial 
type is given an interesting explanation. The author has 
found that the microscopic structure differs from the com- 


mon corpus lutem cyst, and’ he does not accept the idea of - 


secondary epithelialization of the follicular hematomas. 
There are two possible origins of endometrial epithelium. 
which is found in the ovary: 


(a) Misplaced Miillerian duct epithelium as advanced 
by Russell. If the origin were due to developmental 
anomaly, one would expect to find evidence of implanted 
adenomata of this type in early life. Sampson’s cases, 
however, occurred mostly during menstrual life. (b) The 
author assumes that fragments of tubal or uterine epithe- 
lium may escape from the fimbriated end of the tube dur- 
ing menstruation and be deposited on the surface of the 
ovary. In 49 of his cases the corresponding tube was patent 
in all. He believes that this uterine tissue becomes im- 
planted on and is embedded in the ovarian stroma, forming 
a hemorrhagic cyst of endometrial type. This becomes 
distended with menstrual blood and eventually perforates, 
allowing the escape of endometrium, which may later be- 
come implanted in other regions as above noted. The ovary 
acts as a hotbed, since it is most favorable to the growth 
and development of these fragments. Periodic ovarian 
activity stimulates the further growth of the original and 
secondary implantations. The menopause, either natural 
or post-operative, removes this stimulus so that subsequent 
activity of the secondary growths decreases or ceases. 


Therefore, Sampson advises removal of both ovaries at 
least, as a means of surgical treatment. Unless the sec- 
ondary growths are causing mechanical difficulties it is 
reasonable to assume that these will disappear, or at least 
cease to extend following the menopause. 


ArcHiBpALp L. McDONALD. 
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THE EFFECT OF RADIUM ON THE NORMAL TIS- 
SUES OF THE BRAIN AND SPINAL CORD OF DOGS, 
AND ITS THERAPEUTIC APPLICATION—Eugene P. 
Pendergrass, J. M. Hayman, Jr.. K. M. Houser and V. C. 
Rambo (Philadelphia), (The Amer. Jour. of Roentgenol- 
ogy, Vol. 9, No. 9, September, 1922, p. 553): Danysz was 
the first to study the effects of radium upon tissues of the 
central nervous system. In young mice he produced (in 
the order of their occurrence) paralysis, ataxia, convulsions 
and finally death, by placing radium salts over the spine. 
Older mice required several times the amount of exposure 
to produce the same effects. Young guinea pigs, when 
treated in like manner, manifested the same symptoms, but 
old pigs were apparently immune. He observed marked 
microscopical changes in the walls of the capillaries, the 
wall becoming necrosed and broken so that there were 
localized areas of hemorrhage throughout the brain sub- 
Other observers confirmed these findings and, in 
addition, found a marked injection of the meninges to- 
gether with hemorrhages into the dura. None of the early 
observers recorded any changes in the nerve cells. Horsley 
and Finzi placed radium over the motor areas of the cortex 
in monkeys, using filtered rays. No symptoms were ob- 
At necropsy there was found a thickened dura; 
infiltration of the pia with leucocytes and a marked endo- 
thelial proliferation in the blood-vessel walls. 


stance, 


served. 


Williamson, Brown and Butler, using unfiltered rays 
directly on the brain surface of dogs, produced an area of 
necrosis surrounded by a broad zone of hyperemia. In the 
necrotic area all cells were destroyed, the blood-vessel walls 
being markedly thickened and hyalinized, but otherwise 
intact. 

Halkin, using light doses, observed no effects on blood- 
vessels until the third day, when there was a marked cloudy 
swelling of the endothelial cells. Finally the capillary wall 
disappeared, there remaining but a blood space with a 
broad hemorrhagic zone surrounding it. 

Dogs were used throughout the authors’ experiments. In 
the first series they were treated with both filtered and 
unfiltered rays, with the radium tube placed directly on 
the dura through a trephine opening one centimeter in 
diameter. In this series all dogs receiving a dose of 1,150 
milligram hours or less manifested no symptoms before 
necropsy, while all of those (with but one exception) that 
received 1,400 milligram hours or more, died. At necropsy, 
the findings varied according to the dose used and the time 
interval since the radium application. In all cases there 
was an immediate marked injection of the capillaries in 
the region of the radium. In those dogs receiving a rela- 
tively large dose (from 2,300 to 2,600 milligram hours) 
and living only a few days, there were found sharply cir- 
cumscribed areas of necrosis studded by punctate areas of 
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hemorrhage. These areas measured about 10x20 centi- 
meters on the brain surface and extended to a depth of 
about ten centimeters. In dogs receiving relatively light 
dosage, scarring of the tissues resulted after an interval of In ‘their conclusions the authors stress the followin 
several months. In dogs that received a moderately heavy points: 6 
dose (900-1,150 milligram hours) there were noted, at first, 

circumscribed areas of necrosis; after an interval of several 1 
months large cavities had formed in the necrotic areas. 


The authors then review a series of papers dealing with 
the theories and opinions of various authorities as to the 
cause of the toxemia following radium and x-ray exposure 


. That surface application on the brain cortex of 1,15 
milligram hours of radium is compatible with life. 
The next series of experiments undertaken by the authors 

was the implantation of radium into the brain and cord. 
The results obtained were very striking, three out of the 
five dogs dying of a general toxemia and at necropsy there 
was found a general peritonitis, in addition to the brain 
changes. In one of the cases there was also found pleuritis, 
pericarditis, abscesses in the liver and meningitis, besides . After exposure to one thousand milligram hours, the 
the pathology mentioned above. The authors do not at- brain shows a general swelling throughout the radiated 
tempt to explain these results, except by the fact that hemispheres. 

radium reduces the dog’s resistance to infection. 


. That the cord and deeper centers of the brain dp 
not stand this amount of exposure (600 milligram 
hours having caused marked symptoms). 


. Changes occur in brain tissue which give rise to mo 
clinical symptoms. 


5. Radium implantation and surface application can pro. 
In their experiments on surface application of radium duce severe general symptoms, such as toxemia, peri- 

to the spinal cord, the authors succeeded in producing tonitis, etc., indicating that a powerful toxin is pro- 

marked clinical symptoms, using six hundred milligram duced from the radiated tissue. 

hours. Tract degeneration was noticed above and below . This effect of radium is due to: 

the level of the agpitention. (a) The effect on the nucleus and cytoplasm of the 


At the conclusion of these experiments a very interesting cell. 


observation was made: The cerebral hemisphere treated . 

by radium was increased both in size and in weight. The (b) Autolysis of cell. 

weight of a series of treated hemispheres was compared . Radium can be used in brain tumor cases, but it should 
with their fellows of the opposite side and found to be on be used cautiously, by one who thoroughly understands 
an average one per cent heavier. They were unable to the results that come from its improper use. 

prove that the increased weight was due to edema. A. W. Dessarpins. 








MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 
PHYSICIANS LICENSED AT THE OCTOBER, 1922, EXAMINATION TO PRACTICE MEDICINE 
IN THE STATE OF MINNESOTA 


By EXAMINATION 
Welle: 


Name Medical School Address Wim 
Adams, Sam. Franklin N. Y. Homeo., M. D., 1920 Rochester, Minn. 
Adler, Stuart Welsh Harvard, M. D., 1919 Winona, Minn. 
Ames, Florence Dorothea Rush, M. D., 1922 Moorhead, Minn. 
Camp, John Dexter Boston U., M. D., 1922 Rochester, Minn. 
Ekelund, Clifford Thoren U. of Minn., M. D., 1918 1730 Portland Ave., St. Paul 
Faust, Louis Sanders......... N. W., 4 yr. Cert. Med., 1922......... City Hospital, St. Paul 
Forsberg, Carl Wm U. of Minn., M. B., 1922 716 Beacon St., Minneapolis 
Gracy, Alice Syracuse U., M. D., 1920 Rochester, Minn. 
Johns, Erwin William U. of Minn., M. B., 1922 629 Wash. Ave. S. E., Minneapolis 
Johnson, Walfred Wash. U., M. D., 1922 St. Mary’s Hospital, Minneapolis 
Lieberthal, Paul Ralph....... N. W., 4 yr. Cert. Med., 1922 General Hospital, Minneapolis 
Mason, Edward Chas U. of Cincinnati, M. D., 1920 Rochester, Minn. 
Murphy, Albert Bernard Tufts, M. D., 1919 Rochester, Minn. 
Nelson, Ernest James........ Coll. Med. Evangelists, California, 


M. D., 1922 Owatonna, Minn. 
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Name 


Baken, Melvin Palmer....... 
Barewald, Chas. Lepold...... 
Barnes, Arlie Ray........... 
Bergen, Ralph David........ 
Behn, Claud Wm............ 
ie FU Gissncesceceses 
Crump, Jas. Walton 
i, 2. Wilerssterencevs 
Ewbank, John Nelson.....:.. 
Fesler, Harold Herbert....... 
Ferreira, Gideon Johannes... . 
Garvin, John Day........... 
Hannah, Hewitt Blain....... 
Harrington, Francis Edward. . 
Hill, Frederick Edgar........ 
Jenkins, Jas. Thos., Jr........ 
Keyser, Linwood Dickens..... 
BE: We MOescctercdssve 
Knight, Mary Sadelia........ 
Malloy, Jos. Francis......... 
Maytum, Chas. Koran....... 
Nagel, Gunther Wilibald..... 
Neseth, Ole Sever........... 
Phelps, Chas. Esra.......... 
Reilly, Pierce Jas............ 
Rockwood, Paul Reed........ 
Rupe, Wayne Arthur........ 
Shaffer, Loren Wm.......... 
Smiley, Kenneth Edwin...... 
Vandesteeg, Wm. Gilbert. .... 
von Lackum, Wm. Harrison. . . 
Weller, Chas. Grafton........ 


Wimmer, Robert Norris...... 


BOOK REVIEWS 


THROUGH RECIPROCITY 


Medical School Address 
S&S en ee ee 2319 6th St. So., Minneapolis 
ie 2 ee Se eer Davenport, Iowa 
i: Win Se iy ae veneevenne nie Rochester, Minn. 

Johns Hopkins, M. D., 1921.......... Rochester, Minn. 

if f° = f &. . eee Rochester, Minn. 

Johns Hopkins, M. D., 1920.......... City Hospital, St. Paul 

ie eo Se: a. | ere Pittsburg, Texas 

Creighton, M. D., 1921.............. Rochester, Minn. 

Hah. Chicago, M. D., 1910...........366 Prior Ave., St. Paul 

ey Mis Me i Se eecenrcacnnes 621 Lowry Bldg., St. Paul 

U. of Towa, M. D., 1920............. Aurora, Minn. 

U. of Pittsburgh, Pa., M. D., 1921..... Rochester, Minn. 

= i S&S & keeper 719 E. 18th St., Minneapolis 

Columbian U., M. D., 1904........... 640 E. 19th St., Minneapolis 

U. of Pa., M. D., 1911...............323 W. Superior, Duluth 

ee Se ee Swedish Hospital, Minneapolis 

Johns Hopkins, M. D., 1918.......... Rochester, Minn. 

Pe BT PO oc occ ceccesiccews Albert Lea, Minn. 

U. oF Cas, BE i, TOD 5 oon occc cece Rochester, Minn. 

ee SO ere Rochester, Minn. 

i - oS _ aepeeeeree Rochester, Minn. 

Leland Stanford U., M. D., 1921...... Rochester, Minn. 

fe Sf ern Kenyon, Minn. 

oe ey 8 ee Hartley, Iowa 

Marquette, M. D., 1922.............. St. Francis Hosp., La Crosse, Wis. 

U. of fowe, Bt. B.. TOC1 ... cc ccciecwe Rochester, Minn. 

Ws i Es Ee Ped ea ccnteuceens 1717 Ist Ave. So., Minneapolis 

ie 2 SS Sb ere ree Rochester, Minn. 

Johns Hopkins, M. D., 1921.......... Rochester, Minn. 

i 3) *§ § } eee Biwabik, Minn. 

Th. DOU, Be. Ta SOE oc ccc ecccces Rochester, Minn. 

sf ee Hibbing, Minn. 

es Se 709 S. Ashland Blvd., Chicago 
NATIONAL Boarp CREDENTIALS 

SR Mi i OES id nna aoa Rochester, Minn. 


Woman’s Med. Coll., Pa., M. D., 1921. .Greens Farms, Conn. 
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BOOK REVIEWS 


Tue Practice OF PREVENTIVE MepicinE. J. G. Fitzgerald, 
M.D., F.R.S.C., Professor of Hygiene and Preventive 





» 2. 603 pages. 
| Chicago, 1922. Cloth. $2.00. 





PuysicaL Exercises FoR INVALIDS AND CONVALESCENTS. Ed- 
' ward H. Ochsner, B.S., M.D., F.A.C.S.. Pres. Illinois 
State Charifies Commission; Attending Surgeon, Augus- 
. Illustrated. 2nd edi- 
C. V. Mosby Company, 1922. Cloth. 


) tana Hospital, Chicago. 56 pages 
) tion. St. Louis: 
$0.75. 


Propacanpa For ReForM In Proprietary Mepicines. Vol. 
Press of American Medical Association. 


Medicine and Director Connaught Antitoxin Laboratories, 
University of Toronto; chapters by other physicians. 826 
pages. Illustrated. St. Louis: C. V. Mosby Company, 
1922. Cloth. $7.50. 


Oprate Appiction; Its HANDLING AND TREATMENT. Edward 
Huntington Williams, M.D., formerly Assoc. Prof. of 
Pathology, University of Iowa; Asst. Physician, New York 
State Hospital System; Special Lecturer on Criminology 
and Mental Hygiene, State University of California. 186 

New York: MacMillan Company, 1922. 


pages. 








70 BOOK REVIEWS 


THE PROPAGANDA FOR REFORM IN PROPRIETARY 
MEDICINES, Vol. 2, 1922. Containing Reports of the 
Council on Pharmacy and Chemistry and contributions 
from the A.M. A. Chemical Laboratory and from The 
Journal of the American Medical Association. Cloth. 
Price, $2.00. Pp. 603 with illustrations. Chicago: 
American Medical Association, 1922. 

The present book is the second volume of the “Propa- 
ganda for Reform in Proprietary Medicines.” The first 
volume ran through nine editions. The ninth edition con- 
tained (1) the most important reports of the Council on 
Pharmacy and Chemistry, (2) the reports of the A.M. A. 
Chemical Laboratory, and (3) those articles from The 
Journal of the American Medical Association which deal 
with the problems of proprietaryship in medicine and the 
furtherance of rational drug therapy. All of this material 
covered a period prior to 1917. 

The present (second) volume contains similar material 
covering the period from January, 1917, to April, 1922, 
inclusive. Like Volume 1, this volume is divided into four 
parts: 

Reports of the Council on Pharmacy and Chemistry:— 
This section presents the principles and rules which govern 
the Council in the examination of medicaments, contains 
articles and reports bearing on the work of the Council 
as well as the most important reports of the Council from 
1917 to April, 1922, inclusive. 

Reports of the A.M. A. Chemical Laboratory:—This, be- 
sides presenting the aims and objects of the Association’s 
Chemical Laboratory, also outlines some of the Laboratory’s 
work which is of special interest to physicians. 

Contributions from The Journal: Proprietary Products :— 
This contains articles which have appeared in The Journal 
A.M.A. on proprietary preparations and their methods of 
exploitation. 

Contributions from The Journal: Miscellany:—In this 
section are articles dealing with matters of interest to the 
medical profession but not coming strictly under the classi- 
fication of proprietary medicinal preparations. 

A comparison of the material that has appeared in Vol- 
ume 1 of the Propaganda for Reform with that which 
appears in this volume will reveal the changing conditions 
in the proprietary medicine field. Many of the reports in 
the first volume brought out the fact that medicinal prepara- 
tions were at that time foisted on the profession with false 
claims of composition; reports of this character are less 
conspicuous in the present volume. Many of the reports 
in Volume 2 deal with unwarranted therapeutic claims, 
especially those advanced for animal organ preparations, 
serums, vaccines, preparations for intravenous medication, 
etc. The present volume will also be found of interest in 
its portrayal of the changed conditions in proprietary medi- 
cines brought about by the World War. 

The index in this new volume is, in effect, a bibliography, 
including references not only to articles in the book but 
also (a) to articles which appeared in Volume 1; (6b) to 
articles on the same general subject in The Journal of the 
American Medical Association, and (c) to articles appear- 
ing in the annual reports of the Council on Pharmacy and 
Chemistry and of the A.M.A. Chemical Laboratory, but 
not printed in either volume of the Propaganda for Reform 
in Proprietary Medicines. 


This book is not only valuable for the information i 
contains, but it is also interesting. It shows up the tech, 
nique of the artist in the sale of proprietary medicines, tek 
of his skilful word-pictures that are sent to the physician 
as “literature.” It makes clear the work of the Council » 
Pharmacy and Chemistry, the A. M. A. Chemical Laboratoy 
and The Journal of the American Medical Association in 
their several capacities as servants to the medical profes. 
sion and as champions of rational medicine. The boo 
should be in every physician’s library, and more than tha, 
should be within reach for convenient reference. 





OPIATE ADDICTION; ITS HANDLING AND TREAt. 
MENT. Edward Huntington Williams, M.D., formerly 
Assoc. Prof. of Pathology, University of Iowa; Ass’t Phy. 
sician New York State Hospital System; Special Lecture 
on Criminology and Mental Hygiene, State University of 
California. 186 pages. New York: Macmillan Company 
1922. 


Dr. Williams, in his book, does not offer anything new j 


the handling and treatment of opiate addiction. He ex. 
plains in a free and chatty manner the gradual reduction 
and the rapid withdrawal treatment, citing and illustrating 
cases that are suitable for each method. In his gradud 
reduction method he uses the old idea of gradual substitu. 
tion of strychnin and codein for morphin, while in th 
rapid withdrawal he advocates the use of hyoscin. He 
devotes a chapter each to useful hypnotics and hyoscin 
delirium and closes the chapter with observations and com 
ments which are interesting. The book is well written 
easy to read, printed in large type, and consists of If 
pages. For those seeking general information on this 
subject it can be recommended. 

Georce N. Ruusenrc. 


Information regarding new locations, or physicians 
looking for locations, should be addressed to the office 
of the Secretary, 403 Central Bank Building St. Pau. 


Expert revision of technical papers by university journal. 
ism instructor. Best references. Write for rates 
Writecraft Service, 707 University Ave. S. E., Minneapo- 
lis, Minn. 

Physician wanted in good North Dakota town. Large ter- 
ritory. Good drug store. Good farming country with 
large crop. A snap for good man. State qualifications 
in first letter. Address B 46 Minnesota Medicine. 

Hanley Falls, Minnesota, offers an excellent opening for 4 
doctor. Communicate with President of Commercial 
Club. 

Information regarding a location at Ruthton, Minn., may 
be obtained from Mr. Elmer Johnson, Recorder of this 
village. 

FOR SALE—Owing to the death of my husband, I wish to 
sell general practice at once. Town of 5,500. St. Olaf 
and Carleton colleges. Good roads. Office equipment 
reasonable. Write or phone. Mrs. J. G. Phillips, North 
field, Minn. 

FOR SALE—Southeastern Minnesota—general practice e 
tablished thirty years; complete office equipment. Popt- 
lation 1,400; modern, progressive, American; exception 
al opening; terms very reasonable. Address B 47 Min- 
nesota Medicine. 
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